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Original Articles 


THE CAUSE OF RECURRENCE OF SYMP- 
TOMS AFTER THE REMOVAL OF 
APPENDIX* 


BY CHARLES H. LAWRENCE, M.D., BOSTON 


Tis paper is based on 97 eases showing the 
symptoms of intermittent pain in the right lower 
quadrant, vomiting, nausea, and disturbance of 
the function of the bowels over a period of a 
year or more. Of these eases, 50 have had either 
operation or an x-ray gastro-intestinal study, so 
that the intra-abdominal condition is definitely 
known in each of them. 

Of these 50 eases, 21, or 42 per cent., have 
been operated on because of the diagnosis of 
chronic appendicitis, based upon some or all of 
the symptoms described above. Of the 21 cases 
operated on, none was completely relieved by 
the operation. Seven, or one-third of those who 
had the appendix removed, have obtained partial 
or temporary relief. Besides appendectomy, one 
case in this group had a hysterectomy, two 
eases had a right nephropexy, and in one case 
the abdomen was opened, but it was stated that 
no cause was found for the pain and nothing 
further was done. 

Nine, or 18 per cent. of the 50 eases, had nau- 
sea and -vomiting, usually intermittent, but had 
no pain at any time. Four of these cases had 
had their appendices removed. 

Sixteen, or 32 per cent. of the series, had had 
pain and vomiting. 

Eighteen, or 36 per cent., had had nausea and 
moderate pain or discomfort in the right lower 
quadrant. 

Seventeen, or 34 per cent., had had pain or 
discomfort in the right lower quadrant, with 
headache or vertigo. 

As to sex and age, 31 of the patients were 
females and 19 were males. There was one case 
in which symptoms began before 10 years of 
age, two cases between 10 and 20, 10 eases be- 
tween twenty and thirty, 19 between 30 and 40, 
and nine each in the next two decades. 

Thirty-one, or 62 per cent. of the patients, 
showed definite constipation requiring a laxa- 
tive almost daily. Seven complained of alter- 
nating constipation and diarrhea. Five stated 
that their bowels were irregular, leaving only 


*Read before the Surgical Fortnightly Review. 





seven who believed that the bowel emptied itself 
properly. 

The clinical picture, therefore, shows consti- 
pation as the most constant symptom; the pain, 
nausea, and vomiting are much less constant 
and generally not severe. The symptoms per- 
sisted following removal of appendix with 
enough intensity so that the patient sought fur- 
ther means of relief. 

The x-ray findings showed the following con- 
ditions: Twenty-seven patients showed definite 
cecal stasis with a more or less dilated cecum, 
which in 16 cases was definitely low, and more 
or less fixed. Twelve cases showed stasis more 
throughout the colon than in the cecal region. 
Two cases showed stasis in the ileum. 

Of this group of 41 cases, 15 showed incom- 
petent ileo-cecal valves; of the others, three 
eases showed diverticuli of the large bowel, three 
showed definite adhesions involving the bowel, 
and one ease showed a questionable duodenal 
ulcer as the probable cause of the symptoms. 


In all these eases, so far as can be ascertained, 
the only operative procedure on the bowel was 
the removal of the appendix. In the light of 
the x-ray findings, it seems perfectly clear that 
this procedure could not be expected to effect 
permanent or complete relief. I do not wish to 
give the impression that appendectomy was not 
necessary in any of these cases, though in only 
one of the fifty composing this group was there 
an attack which might fairly be called acute. 
The point I wish to make is that the chronic 
appendix probably represents a different condi- 
tion from that found in acute appendicitis and 
that its treatment must, therefore, differ from 
that of the acute condition. 

The chronically inflamed appendix is probably 
only one evidence of a pathological condition of 
the lower bowel. That condition consists in a 
mechanical obstruction to the proper evacuation 
of the intestine. Due to the inability of the 
intestine to empty itself properly, there results 
a low-grade inflammation, not only of the ap- 
pendix, but of the cecal region from which the 
appendix arises, and in many cases of a consid- 
erable portion of the large intestine. Therefore, 
while removing the appendix may insure the 
patient against perforation of that organ, it does 
not relieve the general situation, and in many 
eases, if the low-grade inflammation of the in- 
testine is eliminated, removal of the appendix 
becomes unnecessary. 

In treating one of these so-called chronic ap- 
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pendix cases, it is, therefore, important to rec- 
ognize the condition present, and I have found 
the following points helpful in separating the 
patient whose appendix is chiefly at fault from 
the one whose appendix is of secondary impor- 
tance. In the first place, the chronic appendix is 
about twice as frequent in females as in males; 
in the second place, it is rare before 20; and, 
third, it is associated in the vast majority of 
instances with a definite and prolonged consti- 
pation. The typical patient with the chronic 
appendix is of the thin, small-waisted type in 
which the upper abdomen offers insufficient room 
for the organs which should normally be found 
there. Usually there is a definite though mod- 
erate anemia. The skin is often sallow. The 
tongue is generally coated. Three patients in 
the series were troubled by attacks of severe 
urticaria though no food sensitization could be 
discovered. In short, the patient exhibits a pic- 
ture of probable ptosis, constipation, and ab- 
sorption from the intestinal tract. 


Examination of the abdomen will usually show 
that the region of the cecum is only moderately 
tender, that pressure in that region causes a 
great deal of gurgling, and the cecum itself can 
often be palpated. Spasm of the abdominal 
muscles is, as a rule, absent, and if present is 
slight in amount. Pressure over the cecum 
often gives rise to nausea or epigastric discom- 
fort, and this is particularly true in those pa- 
tients who have incompetent ileo-cecal valves. 
It is an interesting question as to whether re- 
gurgitation through the ileo-cecal valve is not an 
important factor in the production of nausea 
and vomiting in these cases. 


For the sake of brevity, I shall add only one 
more symptom to the picture I have endeavored 
to sketch. Thirty-four per cent. of the cases 
in this series show headache or vertigo, which 
was relieved when the stasis was overcome. I 
believe that this is an important indication that 
the patients were suffering from intestinal ab- 
sorption. This belief is further strengthened 
by the common finding of indican in the urine 
of these cases. 

Even from this brief outline, it is fairly clear 
that the so-called chronic appendix is but a small 
factor in the production of the symptoms from 
‘which the patient usually seeks relief, and that 
appendectomy alone is but inadequate treat- 
ment of the condition. I wish briefly now to 
consider what the adequate form of treatment is. 
_ First of all it must be recognized that there 

are general as well as local effects from intes- 
tinal stasis and absorption. Practically all 
these patients are suffering from intoxication 
and malnutrition. Second, it must be recog- 
nized that the constipation is due in part to 
the poor general condition and in part to the 
mechanical situation within the abdomen. Un- 
doubtedly, in many patients, the intestinal pto- 








sis and adhesions have existed since birth, and 
yet it is rare that they produce symptoms until 
the third or fourth decade, when the effects of 
a more sedentary life become manifest. 


It seems fair to believe, therefore, that the 
mechanical situation is only part of the condi- 
tion, and that if the patient’s general condition 
can be improved, the mechanical obstruction 
may again be overcome. 

In order to improve the general condition, 
however, it is necessary, first of all, to improve 
the function of the gastro-intestinal tract, so 
that absorption of nourishment and elimination 
of -waste may both be more efficiently performed. 
This can only be done in the beginning by the 
use of all the measures which favor easy evac- 
uation of the bowel. Therefore I believe it jus- 
tifiable to use, for a time at least, such laxative 
or laxatives as may be necessary to overcome 
the stasis. The idea that there is danger of 
forming a habit may, I think, be disregarded. 
The habit of taking a laxative is certainly less 
serious than the habit of constantly absorbing 
poisons from the bowel. 


Therefore, in the treatment of these patients, 
the first step is the regulation of the bowels. 
For this purpose an increased fluid intake, the 
increased ingestion of fruit and, as a _ usual 
thing, increased exercise are of value. The use 
of liquid petroleum is in most cases a distinct 
help, for though it may not be sufficient in itself, 
it minimizes the'amount of other laxative which 
may be necessary. The dose of Russian oil 
should be that amount which ean be taken with- 
out leakage. As for other laxatives, no rule can 
be laid down, for what works well with one per- 
son may cause distress in another. As a gen- 
eral thing, a liquid laxative is preferable to a 
tablet, as it allows a patient to more accurately 
and more easily change the amount taken in 
accordance with the need. If there is spasm 
of the bowel, or if there is incompetence of the 
ileo-cecal valve, atropin or belladonna will 
usually give relief. I have not been able to dem- 
onstrate any effect from benzyl benzoate. Hav- 
ing established proper evacuation of the bowels, 
the next attempt is to benefit the patient’s gen- 
eral condition. 

Many of these patients eat too restricted a 
diet. As a general rule, it does not make much 
difference what kind of food they take as re- 
gards production of distress, though I do feel 
that the roughage in the diet should be kept at a 
minimum. Where the constipation is due to a 
mechanical obstruction, the increasing of the 
amount of material to be eliminated through the 
bowel seems illogical and, as a matter of fact, 
has not proved useful. Fats, and fried food, 
and condiments should be restricted, but not 
eliminated. The majority of these patients eat 
too little rather than too much, and should be 
encouraged to increase and diversify their diets, 
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avoiding only those things which experience has 
iaught them are certain to cause distress. Dis- 
tress after meals may often be avoided by lying 
down, preferably on the right side, for half an 
hour or an hour directly after eating. 

Besides the treatment of the bowels and the 
regulation of the diet, general exercise is of 
value in building up the tone, not only of the 
skeletal but also of the intestinal muscle. Care 
must be taken, however, to avoid fatiguing the 
patient by corrective exercises or any other form 
of energy expenditure. There is no doubt that 
fatigue, whether from physical or mental over- 
activity, is an important factor in producing 
intestinal stasis, and in many eases, rest is, at 
first, more valuable than exercise. Special exer- 
cise in the form of some sort of setting up drill 
may be useful in enlarging the upper abdomen 
and thus allowing the intra-abdominal organs to 
rise into place. This is worth trying in every 
ease, but in my opinion, the benefit obtained 
from it is due as much to the general as to the 
local effect of the exercise. Support by brace or 
corset may be necessary in certain cases, but 
should be avoided if possible. The patient 
should learn to be self-supporting. 

With this form of treatment, I believe it is 
possible to eliminate or gradually ameliorate the 
symptoms of a large number of the patients 
who are supposed to have chronic appendicitis. 

The results of medical treatment are some- 
what harder to classify accurately than are the 
results of surgical treatment, but in this series 
I believe I am stating the condition fairly in 
saying that over 50 per cent. of the patients have 
been greatly improved by medical treatment and 
that they are comfortable so long as they take 
care of themselves. 

I do not wish to give the impression that I 
think surgical interference is never necessary in 
these cases, for in some, the mechanical obstruc- 
tion may be the predominant factor, and medi- 
cal treatment will be unavailing until that ob- 
struction has been totally or partially removed. 
I do believe, however, that appendectomy, 
alone, is not indicated in these eases, and that 
whenever a patient with so-called chronic ap- 
pendicitis is operated cn, it should be remem- 
bered that the surgical interference is only one 
step in the treatment, and that the purpose of 
the operation is not only to remove the appendix 
but also to eliminate, so far as possible, the 
mechanical factors which produce the intestinal 
stasis, which is present in almost every case. 

If operation be necessary, it should comprise 
not only removal of the appendix, but of any 
other condition which may be found to be inter- 
fering with normal intestinal function. Com- 
plete relief, without further treatment, should 
not be promised, and operation for ‘‘chronic 
appendicitis” should not be advised until the 
value of medical treatment has been determined. 





Too often the appendix is only the innocent by- 
stander in a bad neighborhood; the surgeon, the 
over-zealous policeman who feels called on to 
arrest someone, and the real culprit escapes. 
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THE PROBLEM OF THE CHRONIC 
APPENDIX 


BY EDWARD L. YOUNG, JR., M.D., BOSTON 


THERE is no operation in all surgery more cer- 
tain to cure than the removal of a diseased ap- 
pendix. The only condition necessary is that 
the patient really has trouble primary in the 
appendix and not merely symptoms suggesting, 
however strongly, pathology in that region. For 
example, approximately one in five of those pa- 
tients at the Massachusetts General Hospital in 
whom the diagnosis of urinary lithiasis was posi- 
tively made had had from one to four previous 
abdominal operations in an attempt to relieve 
the condition. In the great majority of cases 
the operation, or the first of the series, was an 
appendectomy. That those patients should con- 
tinue to have symptoms is only natural. At the 
other extreme of the picture are those individ- 
uals seen by every physician who are the despair 
of the honest practitioner. Their symptoms are 
always present but never definite; they consti- 
tute what we have been pleased to call the neu- 
rasthenies. One of their complaints is often 
pain or discomfort in the right lower quadrant 
of the abdomen. Not infrequently such a person 
has the appendix removed, and in a large per- 
centage of cases after a period of quiescence, due 
to the rest in bed or the mental effect of the op- 
eration, or both, the symptoms return. This, 
too, is as we should expect, because in spite of 
careful study and an honest conviction as to 
diagnosis a normal appendix is removed. In 
both these groups there are too many cases 
where operation is done on insufficient evidence. 

But there is a large group of cases, sometimes 
hard to differentiate from the one just men- 
tioned, where the symptoms pointing to the 
appendix are more definite, though seldom acute, 
and where the roentgenologist is often too prone 
to report chronic appendix, and where the sur- 
geon at operation finds such conclusive evidence 
of trouble that he is convinced that he has cured 
the patient. The pathologist, likewise, when ap- 
pealed to, reports thickening and fibrosis of the 
walls with round-cell infiltration,—in other 
words, a definite chronic appendix patholog- 
ically. But more often than not the patient 
comes back with the same symptoms. If her 
(for it is generally a female) faith is still good 
and she goes to the same surgeon, he feels that 
he is confronted in the light of the pathology he 
has actually seen with the necessity of making 
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an entirely new diagnosis or of taking refuge | 
behind the word ‘‘adhesions.’’ 

The recurrence of symptoms after simple re- | 
moval of this type of appendix is notorious. On 
the other hand, Deaver reports that out of 500 | 
eases of chronic appendix operated on 83.1 per 
cent. were cured. But he states that 418 of these | 
eases had had one or more attacks of pain pre- 
viously. Likewise Coller, from the University 
IIospital at Ann Arbor, writes that 89 per cent. 
of 250 cases were either cured or improved, but 
at the same time states that they do not consider 
the prospect of cure at all good without a definite 
acute attack in the past. It seems to me that the 
majority of cases in these last two groups, al- 
though rightly called chronic appendix, are not 
of the same type as those which I have started to 
discuss. Lichty reports that of 517 abdominal 
eases where the symptoms were not relieved by 
operation, 374 had to do, either in whole or in 
part, with chronic appendix. 

In order to set clearly before us the whole 
picture of chronic appendix, and at the same 
time eliminate some of the confusion in the defi- 
nition of this condition, three classes must be 
recognized more or less clearly. 

First, the group in which a single severe 
attack of appendicitis oceurred many years pre- 
vious, always with much loeal fibrinous peri- 
tonitis and often with perforation and abscess 
formation, and recovery without operation. 
This may not have been recognized for what it 
was at the time, but the story of the attacks is 
generally remembered because of the severity. 
This has left behind crippling adhesions in the 
region of the cecum and terminal ileum which 
give little trouble for several years; then because 
of the contraction of scar tissue bands, or be- 
cause of the exhaustion of some vital reserve, the | 
patient begins to have trouble. The symptoms 


point to the right lower quadrant, and if they | 


continue long are recognized as obstructive in 
character. 

The second group includes all the cases in 
which there is a definite history of mild recur- 
ring attacks of inflammation in the appendix; 
at first there is no trouble in the interval, but as 
the damage caused by the inflammation gets 
more pronounced the symptoms of the chron- 
Here, likewise, the 
story may vary somewhat, but it points pretty 
definitely in one direction, and the history of 
definite attacks generally settles the diagnosis. 

The third class is the one I want particularly 
Here there generally has never been 
any definite acute attack, and the symptoms, 
though often vague, and unsatisfactory, are 
more consistent than the shifting symptoms of 
the neurasthenic. The local symptoms are slight 
pain or soreness in the right side of the abdo- 
men, often accentuated by fatigue or exertion, 
or by undue constipation; and by the same token 
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| relieved in many instances by rest, especially. 
‘rest in the horizontal position, and by. a thor- 
| ough emptying of the bowels, The pain is rarely 
/severe, in fact in the majority of these cases 
there never is an acute attack of appendicitis, 
|The pain may be referred to the upper part of 
the right side and arouse the suspicion of gall- 
'bladder or stomach uleer. This is often due to 
| the reflex pyloric spasm set up by the trouble 
lower down in the intestinal tract. Moynihan 
_said, ‘There is now no longer any doubt in my 
own mind that the commonest site of gastric 
ulcer is in the right iliae fossa.’’ Although that 
|statement made ten years ago is not as strongly 
believed today, nevertheless that a lesion in the 
appendix can simulate trouble in the right upper 
‘quadrant cannot be denied. It has also been 
stated that infection starting in the appendix 
can cause actual trouble in the gall-bladder or 
duodenum. 


In addition to the symptoms pointing toward 
the local trouble, various general disturbances, 
such as nervousness, sleeplessness, ete., have 
often been laid at the door of the so-called 
chronie appendix. One of the main things to 
emphasize about the whole chain of symptoms is 
the lack of a definite typical attack of appen- 
dicitis. 

Diagnosis——In addition to the variety of 
symptoms enumerated we are very much aided 
by the x-ray. This will in the typical case show 
a generalized abdominal ptosis with the cecum 
large and redundant and hanging down into the 
true pelvis. It is tender on palpation, and if it 
can be moved the tenderness follows the cecum. 
_Exclusion as far as possible of other causes of 
| trouble higher in the gastro-intestinal tract, gall- 
| bladder, urinary tract and pelvis are always 
helpful and often essential. But most important 
| of all in cases that still remain doubtful is the 
therapeutic test,—will the symptoms respond to 
|non-operative treatment? 

Pathology.—It is well to bear in mind that we 
must not accept the pathologist’s report about 
the condition of the appendix as the answer to 
the patient’s trouble. Appendices taken out as 
routine during other operations may and often 
do show evidence of chronicity without any clin- 
ical evidence of trouble, while an appendix re- 
moved after a single attack of inflammation may 
have no pathological change; and yet one has 
given no symptoms and the other is a serious 
menace to the individual. In this type of case 
the gross pathology of the whole iliac fossa is 
The cecum is found, as shown by 
x-ray, large and redundant, and even though the 
patient has had a careful bowel preparation, it 
generally contains doughy, fecal material. It is 
often covered with thin adhesions which tend to 
stiffen the walls and bind it to itself, to the wall 
of the iliae fossa in an abnormal fashion, and to 
the terminal ileum. The appendix is involved 
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in the same way with adhesions which kink it and 
often hinder it in its ability to empty. There is 
often the so-called ‘‘Lane’s kink,’’ a sharp angu- 
lation of the terminal ileum into the pelvis, held 
by a strong band. This is the same picture as the 
condition discussed by Rhea Smith, who thinks 
the starting point of certain forms of chronic 
arthritis is in just such pathology. In all this 
tangle the appendix is involved, I believe, in a 
secondary fashion as an innocent bystander, as 
it were; but if the damage goes on far enough 
then it is sufficiently interfered with so that fur- 
ther trouble with it is inevitable, and only op- 
eration will suffice to start things right. 

Treatment.—If such a ease is seen before the 
onset of crippling adhesions, operation may be 
entirely avoided. There are two main lines of 
attack: first, an attempt should be made to 
empty the cecum and keep it empty, and, second, 
the patient must be taught to use the mechanics 
of the body to lessen the tendency towards this 
cecal stasis. The first is not as easy as it sounds, 
as it takes more than a single dose of castor oil, 
however large, to accomplish it. The fecal 
stream must be kept soft and all tendency to 
constipation must be avoided. Massage in the 
right iliae fossa while reclining in a tub of warm 
water is often very helpful, as is also the medi- 
cine ball in certain eases. The second part con- 
sists in standing and sitting erect, and when, as 
is often the case, this is impossible, the use of a 
proper brace to bring it about. 

The surgical treatment is varied, and herein 
lies the failure, in part at least, of the average 
appendectomy for this type of chronic appendix. 
It is not enough to remove the appendix; that is 
often the smallest part of the work necessary. 

Normally the eecum is covered with perito- 
neum on all sides and is lying free on the ilio- 
psoas muscle. In the type of case we are here 
discussing, it is often several times the normal 
size and lies all or in part in the pelvic cavity, 
and is generally covered with adhesions, as de- 
scribed above. The simplest and most rational 
surgical procedure is to restore the cecum as 
nearly as possible to a normal state: remove 
the appendix and eut all erippling bands and 
adhesions so that there will be no abnormal hin- 
drance to proper functioning beyond that of 
the size and position of the cecum itself. As 
little denuding as possible should be done and, 
if necessary, raw areas closed with fine catgut 
stitches. This is often more complicated than 
it sounds, especially as not only the cecum but 
the greater part of the ascending colon may be 
involved. Any attempt to plicate or fix the 
eecum higher in the fossa would seem to repro- 
duce the conditions we are trying to avoid, and 





for that reason would seem to be contraindi- 
eated, although it is a method which has been 
used and is advocated by many surgeons. In 
some cases a right partial colectomy has been 
done, but this is an operation involving consid- 
erable risk, and the uncertainty of a cure would 
seem to contraindicate it in the average case. 
An anastomosis between either the terminal 
ileum or the cecum and the sigmoid has been 
done, but in certain cases with such disastrous 
results due to a vicious circle that it is not an 
operation to be used except in the most unusual 
case. 

Before undertaking operation the patient 
must be warned that operation is only one part 
of the cure. Following the recovery from the 
operation all the things spoken of under non- 
operative treatment must be persevered in or the 
symptoms are likely to recur. 

One of the first cases that emphasize this con- 
dition to me used abdominal massage following 
operation and was well for about a year, then 
she got tired of it and the symptoms returned ; 
she began the massage and they again disap- 
peared. This was repeated twice until the 
causal relation was beyond all question. And 
yet in this case before operation nothing availed 
to relieve the distress. 

Another girl on whom I operated came back 
to me about a year ago saying that her symp- 
toms had returned and she had been to three 
surgeons in Boston; one had told her she had 
gall-bladder disease and should be operated on, 
another that she had an ulcer, and the third 
that she had adhesions. Knowing that she was 
a marked ptotic, I sent her for postural treat- 
ment and in less than three months she was back 
at work, where she has been ever since without 
symptoms. 

Conclusions.—There is enough confusion in 
the use of the diagnosis, ‘‘chronie appendicitis’’ 
so that more accurate terminology should be 
used. The best way would seem to be the adop- 
tion of a diagnosis in each case descriptive of 
the underlying condition, recognizing that the 
chronic appendix does not exist; for instance, 
‘‘recurrent appendicitis’’ or ‘‘cecal stasis.’’ 

In the type where the primary condition is 
cecal stasis and ptosis, operation may be entirely 
avoided in some cases. Where it cannot, the 
technique should consist not only in removing 
the appendix but in doing whatever else is neces- 
sary to restore as far as possible normal condi- 
tions. 

In all operations in this last type of case the 
patient must be told that operation is only one 
part of the story, and that it alone will not cure. 
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RECURRENT SYMPTOMS OF 
APPENDICITIS* 


BY LORING T. SWAIM, M.D., BOSTON 


A CONSIDERABLE number of appendectomy 
eases have been seen with recurrent symptonis | 
of appendicitis, such as pain in the right lower 
quadrant, nausea, vomiting, headaches, and per- 
sistent tenderness near McBurney’s point. Not 
infrequently the pain and soreness in the right 
lower quadrant is, if not more severe, decidedly 
more persistent, so that apparently the patient’s 
condition is unrelieved by the operation. 

A series of these cases have been studied 
thoroughly and watched over a period of years. 
I shall not attempt to tabulate these cases in this 
diseussion of Dr. Young’s paper but will cite 
one typical ease only. 


Miss C. had never been strong. She was con- 
stantly tired and run down and had difficulty finish- 
ing school because of gastric upsets, always accom- 
panied by pain in the right side. During her nurses’ 
training she had frequent attacks of pain, nausea 
and vomiting. which increased with the harder work 
after graduation. Often she had to leave a case and 
rest because of her side. Chronic appendicitis was 
the diagnosis and her appendix was removed. It 


——es 


The diagnosis has resolved itself down to one 
of chronic cecal stasis in a dilated, pendulous 
cecum, which is sore from congestion, and there 
may be a colitis, all probably present before op- 
eration. The attacks are caused by the cecum 


failing to empty, due to diet, increased sag,: 


muscle fatigue, and general exhaustion from 
overwork. 

Fatigue is a constant menace because of the 
low vitality of these patients. 

After much study of these cases further sur- 
gery was discarded unless something radical 
had to be done. 

The problem was to make the cecum empty 
and so remove the cause of irritation, soreness 
and inflammation, with the intention of getting 
the cecum to resume its normal functional 
capacity. Another problem was how to increase 
the general vitality so that fatigue would not 
affect the cecum; in its simplest terms, to se- 
cure normal muscle tone for the intestines. 

The treatment adopted has helped. It con- 
sists in daily cecal massage, and as the patient 
has proved to be the best judge of this, he has 
been taught when and how to do it. 


From Dr. L. B. Morrison it was learned that 





proved to be a chronic appendix without adhesions 
or pus and the recovery was uneventful. 

She was much better for a short time after she 
left the hospital, but as soon as she had been about 
awhile she had a recurrence of all her old symptoms. 
This had continued for four years. She complained 
of pain localized at a point just to the right and 
about one inch below McBurney’s point. The soreness 
extended downward close to the ilium. 

The x-rays showed a long, moderately dilated 
cecum with its tip hanging over the brim of the 
pelvis. Barium remained in this tip. There was no 
evidence of adhesions. Fluoroscopic examination 
showed fair mobility and revealed that the tenderest 
point was the cecum. 

The whole gastro-intestinal tract was low—stom- , 
ach, hepatic flexure, cecum and transverse colon; the 
splenic flexure was high. There was moderate gen- 
eral stasis. The pelvis was normal, although her 
attacks were more apt to occur just before men- 
struation. 


She had tried everything and could not keep 
going. 

This is quite a typical story of the condition. 
The symptoms vary in different cases as do the 
-x-rays, but there is usually cecal enlargement, a 
pendulous tip and stasis, with or without adhe- 
sions, but usually there is fair mobility. The 
majority are of the congenital ptotic type. Sev- 
eral cases have been explored and a congested 
cecum with poor muscles was found. 

On physical examination the outstanding fact 
invariably present was tenderness over the 
cecum and ascending colon with fluoroscopic 
evidence that the cecum was more easily 
palpable than normal. 

These patients are not neurasthenics about 
pain. They have real troubles. 

*Paper read before the Surgical Fortnightly Club. 





after a barium meal, manipulation of the cecum 
caused a mass movement of the whole lower 
bowel which quickly cleared it in one big per- 
istaltie push. The patients have, therefore, been 
advised to massage directly after breakfast and 
supper as this intestinal push only occurred 


_after filling the stomach. The massage consisted 


in a deep, flat-fingered, rotary movement, be- 
ginning with the sigmoid and following the 
colon back to the cecum, the whole process tak- 
ing about 15 to 20 minutes. The massage was 


|taken in two positions, one on the back, the 


other in a modified knee-chest position, where 
the cecum was hard to reach because of its low 
position. This brought it within reach of the 
fingers. 

The second part of the régime was lying down 
after each meal with a pillow under the shoul- 
ders in order to hyperextend the chest and 
raise the diaphragm and all the organs below it. 
This also prevented crowding and congestion in 
the pelvis. This was followed by a face position 
lasting for one-half hour in order to change the 
positions of the viscera completely. 

In difficult cases the hanging prone position 
over the edge of the bed was used for five min- 
utes often during the day. 

The diet eliminated scratchy residue and was 
designed to leave a large. soft bulk. Mild 
catharsis and periodic cleaning out were used 
when necessary until the intestines resumed 
their normal functional activity. 

The most difficult problem is how to prevent 
the intestines from losing tone through sagging 
when the patient is about his daily duties. All 
stoop-shouldered attitudes crowd the intestines 
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downward and interfere with active peristalsis. 
Therefore, correct posture was insisted on. 

Exercises were used, chiefly those to increase 
diaphragmatic action, such as deep breathing, 
rib stretching and abdominal muscle exercises. 
As the tone and vitality increased these were 
doubled. 

Some cases require support until the normal 
muscle tone has made correct bodily mechanics 
habitual, and this is supplied by corsets or 
braces. 

Often response to treatment will not take 
place until after a rest in bed. The muscle tone 
is so poor that in spite of support it will not im- 
prove. Such cases may require positions, exer- 
cises and constant recumbency for four to six 
weeks. These are not cases which can be left 
to their own resources. They are constantly 
changing and the routine must be followed up 
and revised to meet these changes; otherwise no 
permanent results will be secured. 

The soreness gradually goes and massage can 
be more vigorous. The bowels need less artificial 
aid and the exercises can be more severe and in 
longer periods as the general musculature in- 
creases. The supports are discarded as correct 
posture is secured. More and more work is 
thrown into the daily routine as seems consist- 
ent with improvement. 

The prognosis, we have found, is excellent 
provided the patient is willing to work until the 
results have been obtained. Many are delicate 
people and are apt to have recurrences when 
over-fatigued from any cause. 

X-rays taken after treatment show better per- 
istalsis, less cecal stasis, and less dilatation. 

The hardest eases to help are those with cecal 
colitis and those with extreme ptosis of the 
eecum. After the vitality has been raised so 
that attacks are at long intervals, a simple 
daily régime is sufficient to keep these people 
well. 
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Medical Progress 


PROGRESS IN LARYNGOLOGY 


INCLUDING THE LITERATURE SINCE Marca, 1922, 
AND UP TO JULY 1,. 1923 


BY HARRIS P. MOSHER, M.D., BOSTON 
AND 
GORDON BERRY, M.D., WORCESTER, MASS. 


INTRODUCTION 


A THOROUGH review of the past year’s exten- 
sive literature on laryngology must of necessity 
be inclusive. Through the helpful agency of the 
International Medical and Surgical Survey, 
published by the American Institute of Medi- 


‘nent subject. 





cine in New York, a more exhaustive reading of 
the foreign and native writers has been accom- 
plished than could otherwise have been possible. 
This magazine and our American journals are 
the sources drawn upon. In order to aid him 
who would investigate any point more in detail, 
a careful bibliography has been added. In sev- 
eral instances articles are referred to which were 
read at recent medical meetings. These have not 
yet been published, but will soon appear in each 
Society’s Transactions. With some of the view- 
points quoted, both writer and reader may dif- 
fer; in the main, however, they represent the 
conservative forward-looking teachings of our 
leaders. 

Under ‘‘hay-fever and asthma’’ will be found 
a review of the numerous articles on this perti- 
The ‘‘endocrines’’ promise to 
have an increasing importance in this field. A 
less known form of neuralgia, the glosso-pharyn- 
geal, is discussed. Under ‘‘paranasal sinuses’’ 
will be found Dean’s treatment of suppurative 
sinus disease in children, and Loeb’s exhaustive 
findings on operative fatalities not due to the 
anesthetic. Next are discussed Talbot’s theory 
on the etiology of cleft palate, and Fetterolf’s 
research work on the possible embolic source of 
lung abscesses following tonsillectomy. Radia- 
tion as a means of controlling recurring attacks 
of tonsillitis, and of shrinking pharyngeal lym- 
phoid tissue, has many adherents. Laryngeal 
cancer receives a major share of attention in the 
year’s literature, and its treatment by operative 
extirpation, by x-ray, and by radium, is re- 
viewed. Diathermy has been recently applied 
to the removal of cancer and promises much, 
Two scientific articles quoted under ‘‘trachea 
and bronchi’’ are worthy of especial note: that 
by Strauss on the lymphatics of the trachea and 
that by Jarvis on tuberculosis in granite-work- 
ers. The advance in the study of that most elu- 
sive of conditions, cardiospasm, is noted and an 
anatomical peculiarity called relaxation of the 
diaphragm is touched upon. Then are dis- 
cussed the etiology of cancer of the esophagus, 
and the treatment of peri-esophageal infection. 
A somewhat detailed reference to a valuable his- 
torical article by Birkett, on America’s contri- 
bution to laryngology, closes the review. 


THE NOSE 


Hay-Fever and Asthma.—The etiology and 
treatment of hay-fever may be said to be on trial 
by rhinologists and serologists at this time. 
Following the pioneer work of such men as 
Goodale and Walker of Boston, methods of diag- 
nosis, prevention and eare are being investigated 
by the medical body, and the reports are now 
coming in. The first enthusiasm is replaced by 
a more sane and a more accurate consideration 
of the subject. Startling cures and total fail- 
ures are both being explained. The large drug 
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houses are placing more scientifically prepared|some nose or throat operation without benefit, 


antigens and vaccines within easier reach of the 
general practitioner, while in the larger centers 
men are devoting their entire time to this special | given, 


field. 
Ersner! finds that 1 per cent. of this coun- 
try’s population is afflicted with hay-fever, and 


before coming to him. In 60 per cent. operation 
gave definite help and was the only treatment 
A careful initial examination lessened 
| the number going to operation to 10 per cent. in 
| his own work. 

| Goodale® says that investigators are not clear 





that 20 per cent. of these develop asthma as a|as to whether the individual can be sensitive to 


complication, Clock*»* places the number of | bacterial proteids in the same manner as he can 


hay-fever sufferers in the United States at 11,- 
000,000. He reports that of 1578 cases treated 
in the United States with pollen antigen injec- 
tions during 1915-1919, the average protection 
or relief from symptoms was 84 per cent. The 
American Laryngological Association had an 
exhaustive symposium on this subject last year. 
Walker** divides hay-fever into two groups, 
seasonal and perennial. The seasonal gives us 
the wind-blown pollens. In the spring come 
the pollens from the trees. The summer brings 
those from lilies, sorrel, buttercup and the 
grasses (especially timothy). The rose is rarely 
a cause. In the autumn we have the goldenrod, 
sunflower and, most important, the ragweed. 
The perennial group is caused by inhalation of 
the proteins from animal skin or furs, or the 
dust of flour or of face powders, or by ingestion 
of food proteins. These groups are discoverable 
by skin sensitization tests. Two other types are 
those due to local bacterial infection and those 
due to nasal pathology. In searching for asth- 
matic causes in children he very often finds that 
the food which the child particularly dislikes, 
and has eaten only under duress, is the offend- 
ing protein. 

Watson and Kibler® remind us that hay-fever 
is from the wind-pollinated plants and not the 
insect-pollinated. These irritating plants differ 
in different sections of our country and also in 
varying altitudes. The ragweed of the North- 
east gives place to the amaranths in the South- 
west and to the artemesias (wormwood) of the 
Rocky Mountain regions. Benton’ points out 
that group reactions of pollens and proteins is 
likely to confuse the issue and may account for 
failures. Other plants of the same family will 
cause a positive skin test, though to a less de- 
gree. In 90 cases sensitive to the short-ragweed 
_test, 78 were sensitive to other compositae 
(members of the same plant family). Then he 
tried other botanical families. In 57 patients 
susceptible to ragweeds, he made 442 skin tests 
and gained 127 positive reactions with pollens 
from 10 different unrelated families. This 
shows the need of accuracy in the skin tests, and 
in the pollen antigen given. This writer’s re- 
sults from treatment show one-quarter of his 
eases relieved, one-half greatly benefited, and the 
remaining quarter but slightly benefited or not 
benefited. Rackemann* finds that a complete, 
general examination of the patient leads to more 
favorable results. In his cases 25 per cent. had 


be to proteids inhaled or ingested. He feels that 
such sensitization to bacteria does exist and that 
it is responsible for vasomotor rhinitis and for 
certain types of asthma. In vasomotor rhinitis 
a paranasal sinusitis is probably the direct cause. 
In asthma the absorption of bacterial proteids 
| from the sinuses plays a part which is not wholly 
clear. Surgical relief of the sinusitis is usually 
followed by diminution of the asthma and its 
associated bronchitis. Ersner is not sure whether 
hay-fever and asthma are caused by direct irri- 
tation of the pollens or by a proteid sensitive- 
ness to those substances. Endocrines may play 
a part. If he fails to get relief, Scheppegrell’® 
recommends pushing the dosage, while Ruben- 
stone'’ and Walker find it beneficial in such ease 
to use autogenous bacterial vaccines in conjune- 
tion with the pollen antigen. 

Mackenzie’* gets results by spraying the pol- 
len antigen into the nose, which compare favor- 
ably with the injection method. A combination 
of spraying and injecting is the best. Walker 
prefers to give increasing injections before the 
expected attack. Where necessary, a little fur- 
ther help may be obtained by giving injections 
during the attack. Five or six treatments of a 
one to five hundred dilution of ragweed extract 
is usually enough in the autumnal type. These 
dilutions will last through that season without 
deterioration, and the pollen powders from 
which the dilutions are made will last indefi- 
nitely. Clock thinks one cause of occasional 
failure is because flowers not contributing wind- 
blown pollen may give vasomotor symptoms. 
Miller’* makes an autogenous dilution by placing 
a dry swab well up in the region of the middle 
turbinate for three to ten minutes until it is 
saturated with the nasal secretion. This is mixed 
with 20 c.c. of sterile water and passed through 
a small Mandel filter. The filtrate is diluted 
with six parts of water for the first injection 
and 0.5 ¢.¢. is injected intramuscularly. A more 
concentrated filtrate is given at each succeeding 
dose. He uses from seven to ten injections and 
reports 75 per cent. of his cases cured or their 
symptoms markedly abated. Touart’* reports 
a method which other writers refer to as promis- 
ing much. He placed the pollen antigen in a 
triturate salol-coated tablet for intestinal absorp- 
tion, and gave the periodic doses by mouth. In 
his six cases he obtained some benefit, but he 
feels that the dosage was not large enough. 
When he has discovered what dosage the patient 
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ean bear by mouth, he hopes this will be as effi- 
cient a method as that by subcutaneous injec- 
tion. If so, he and other authors look for a 
beneficial simplification over present methods. 


An amusing side can be found: <A neighbor’s 
troublesome cat and one’s own favorite feather 
pillow may have to go into the discard. One 
doctor enjoyed a delightful periodic vacation in 
Atlantie City, where an accidental visit had once 
shown he could rid himself of his present asth- 
matic cold. No other place would serve. Re- 
cently he tried out his skin reactions. The dust 
from dog’s hair gave a positive reaction and his 
faithful hound had to go. The doctor is totally 
relieved of his asthma, but he no longer has a 
good excuse to run away; and ‘‘no dogs al- 
lowed’’ becomes identified with new possibilities, 
In an august assemblage of the deans of laryn- 
gology, Swain of New Haven told of a patient 
who could dance only with brunettes. Their 
size, Shape, or texture made no difference. But 
blondes he could not manage; they always made 
him sneeze and wheeze. A skin test solved the 
mystery. He was sensitive to the face powder a 
blonde would just naturally use. 


Finally Williams'’® sums up his review of 20 
articles in the literature by saying that evidence 
as to the etiology of the vasomotor disturbances 
known as bronchial asthma, hay-fever, nasal 
hydrorrhea and angio-neurotic edema seems to 
be leading to the following conclusions: 1. They 
are symptoms only. 2. They are of anaphylac- 
tie origin. 3. Protein sensitization is respon- 
sible for the precipitation of attacks in a large 
percentage of cases, if not in fact the cause of 
many. 4. Disharmony of the ductless glands 
possibly plays an important réle. 5. Exposure 
to cold leads sometimes to a hemoclastic shock, 
which in turn may precipitate an attack of 
spasmodie coryza or others of these vasomotor 
disturbances. 6. Foci of infection, particularly 
about the head, should always be searched for 
when seeking the cause of these disturbances. 


Endocrines——There has been much written 
concerning the endocrines of late. The possi- 
bilities of this field appear so large and its hid- 
den paths are attended with such apparent mys- 
tery that this therapy offers real temptation to 
him who would eure his patient of evanescent 
and elusive ills. According to some reports, it 
would seem that most diseases man falls heir to 
are due to the faulty workings of his pituitary 
or thyroid or adrenal glands, and that all the 
patient needs is this elixir of life in the proper 
form to restore him to rugged health. But we 
are not yet told how to secure just the right kind 
of elixir, and the amount that is to be given be- 
comes somewhat of an experiment. In one’s 
eagerness he may well find himself trying to 
crowd nature a bit, and the patient’s metabolism 
may have a pretty rough time of it in conse- 
quence. There can be no doubt, however, that 





when our pharmacologist and internist brothers 
have worked this thing through, many unex- 
plained maladies will be understood and success- 
fully combated. In the meantime it behooves 
the laryngologist to keep in touch with this 
work, for it is so intimately associated with his 
field of endeavor. 


Wieder'® thinks that racial types may be due 
to endocrine influence; also that the glands 
function more actively at different ages in life. 
In early life the sexual endocrines, or gonads, 
are practically dormant and the thyroid fune- 
tion is below par, while the pituitary function 
is in marked supremacy. It is during this pe- 
riod that we have the most rapid bone growth, 
with the presence of large tonsils and adenoids, 
and a tendency to acute contagious diseases (a 
distinetly subthyroid state) and to pertussis 
and asthma. At puberty the gonads assert su- 
premacy. The male voice changes; sexual ex- 
cesses result in congestion and hypertrophy of 
the turbinates; cauterization of Fleiss’ genital 
spots may control uterine spasm during dysmen- 
orrhea. During pregnancy we find taste and 
smell paresthesias. Finally, in adult life the 
thyroid and adrenals maintain the balance of 
proper metabolism. A hyperactive condition of 
the thyroid seems to encourage immunity against 
upper respiratory infections, unless there is 
present a recurring tonsillitis, which seems to 
favor goiter. In the subthyroid state we find a 
proneness to upper respiratory infections. Hy- 
peresthetic rhinitis, hay-fever and asthma prob- 
ably have an adrenal and thyroid hypoactivity 
as an underlying basis, and the use of adrenalin 
and thyroid extract helps. Other evidences of 
the subthyroid state are found in large tonsils 
and adenoids, mouth-breathing, infiltration and 
thickening of the vocal cords and of the bron- 
chial mucosa. The tongue is thick. Perhaps 
through a disturbance of the calcium metabolism 
these cases are more prone to bleed after tonsil- 
lectomy. When associated with hyperactivity 
of the pituitary, the patient is usually fat, slow, 
has cold hands and feet, is constipated, and has 
a tendency to naso-frontal headaches. All these 
cases show a multiplicity of complications, mak- 
ing this therapy confusing. In trying to treat 
such conditions, the use of one agent at a time 
is recommended because of the greater accuracy 
thus secured, and because in this way we can 
better contribute informative data to this puz- 
zling subject. 

Wilson’? says that a hypodermic of 6-8 m. of 
pituitrin and 1-2 m. of adrenalin will frequently 
relieve hoarseness when due to lack of vascular 
tone. Given intravenously, these drugs act as 
powerful cardiae and circulatory stimulants. 
He uses 1 m. of adrenalin and 5 m. of pituitrin 
with the hemostatic serum injection before ton- 
sillectomy, and claims that it also lessens ana- 


‘phylaxis. In status lymphaticus 1 m. of ad- 


























_ closely resemble those of trifacial neuralgia, but 
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renalin and 5 m. of pituitrin injected into the 
jugular vein will restore circulation when 
alarming symptoms develop during a tonsil op- 
eration. 

Neuralgias.—Sphenoplatine ganglion neuro- 
sis is discussed by Uren.’* The neuralgie syn- 
drome consists of pain involving the nose, the 
eyes, the upper jaw and teeth, the temple and 
ear, most severe behind the mastoid, and ex- 
tending by way of the occiput to the neck and 
shoulders; itching of the soft palate or ache in 
the throat, queer feeling in the teeth, metallic 
taste, scintillating scotoma, or stuffy feeling in 
the ear. The sympathetic syndrome includes 
sudden, severe sneezing with lacrimation and 
nasal discharge; red, swollen conjunctivae and 
dilated pupils; possibly asthma. If the lesion 
producing the syndrome is in the ganglion, co- 
cainizing the ganglion will relieve the symptoms; 
if the lesion is postganglionic, it will not relieve 
them. The more severe and chronic forms are 
due to irritation of the ganglion or the post- 
ganglionic nerves by infected and hyperplastic 
sphenoid and post-ethmoid cells. This evidences 
itself through the Holmes naso-pharyngoseope 
as a wet, hyperplastic condition of the local 
mucous membrane, possibly accompanied by pus 
or polypi. Local medication with argyrol or 2 
per cent. silver nitrate helps the mild eases. 
The more severe forms require posterior eth- 
moidal and sphenoidal operative interference. 
Sluder’® calls this a lower half headache and 
describes the same syndrome. I[e it is who has 
written so exhaustively on these neuroses. 

Under the head of glosso-pharyngeal neural- 
gia, Doyle*® reports four interesting cases and 
refers to two described by Harris. The pain 
characteristically starts in the throat in the 
region of the tonsil and anterior faucial pillars 
and radiates to the ear and upper part of the 
neck. One case had choking sensations and one 
had a hacking cough, in addition to these other 
symptoms, suggesting vagus irritation. Lillie?! 
reported four similar cases. He says the symp- 
toms are worse when swallowing or chewing, 
and that the only cure is operative sectioning of 
the glosso-pharyngeal nerve, together with the 
pharyngeal branch of the vagus. The symptoms 


the sectioning of the fifth nerve does not affect 
these cases. 

Some interesting experiments were performed 
by Gyergyai** in an effort to inhibit pharyngeal 
reflexes, palatal spasm, and retching. By anes- 
thetizing the levator-palati or the plato-pharyn- 
geus muscles with the injection of novocaine and 
then by a series of stimulations and observations 
done when these muscles were, respectively, 
paralyzed or active, he was able to demonstrate 
that the reflex are of retching is stimulated by 
the muscular movement of the palate. When 





palatal muscles are fixed in full extension, this 
reflex are is not inaugurated. Of practical sig- 
nificance is the fact that an induced paralysis 
of the levator-palati muscle can inhibit these 
reflex throat spasms. 

Leichsenring** offers a little different tech- 
nique for injecting the superior laryngeal nerve, 
which simplifies the procedure in his hands. He 
introduces the needle 5 mm. below the upper 
rim of the thyroid eartilage (anterior to the 
greater horn of the hyoid). The needle feels 
its way up over the rim, being pointed obliquely 
upward and backward. Push beyond the rim 
3 mm., then inject the 80 per cent. alcohol, ad- 
vancing and retracting the needle a little. 

Ozena Therapy.—In order to reduce the res- 
piratory space in the nose in atrophic rhinitis 
cases Spiess** offers a less laborious method than 
the implantation of grafts or of paraffin beneath 
the soft tissues. He injects 8-10 ¢.c. of the pa- 
tient’s own blood fresh from a vein in the arm, 
under the anesthetized mucosa or perichon- 
drium, where he desires the narrowing of the 
nasal space. The resulting artificial hematoma 
organizes and leaves a permanent protrusion or 
eminence which obstructs to that extent the air- 
way. It not only recommends itself as easy of 
accomplishment, but this method appears to 
stimulate regeneration in the atrophic mucous 
membrane. Wolfson*®® accomplishes this dimi- 
nution in the nasal air-way by chiseling free a 
section of the naso-antral wall, leaving it at- 
tached above. This he swings toward the mid- 
dle and, after freshening the opposing septal 
membrane, packs the lower end of this section 
against the septum so that it becomes adherent 
there. The antral opening heals and the 
synechia remains. The writer saw 46 cases op- 
erated upon in this way in Max Halle’s clinic in 
Berlin, five of which he did himself. Eighteen 
of the series showed marked improvement; sev- 
eral showed none. Pollock** reviews his efforts 
in this trying field. First he injected paraffin 
under the inferior turbinate mucosa, then under 
that of the septum. Then he tried a piece of 
fascia; then a plug of paraffin. All these 
sloughed out after repeated trials in different 
patients. Then he used a piece of septal bone or 
cartilage from another patient, then a piece of 
rib cartilage from the same patient, then a sec- 
tion from his tibia. This last proved the best. 
The pocket for the insertion of this transplant 
is made under the mucous membrane of the sep- 
tum, and is allowed to granulate; the bone is se- 
cured and inserted at a second operation. The 
process can be done on the other side of the 
septum in from three to six months, or on the 
same side after one year. The resulting nar- 
rowing of the nasal breathing space has proved 
a very helpful factor in the control of the dis- 
ease. 
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Nasal Polypi Treated with Radiwm.—Lyons*"’ 
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gives the results of the use of radium following 
operative removal of nasal polypi in 55 cases in 
the Mayo Clinic, and draws the following con- 
elusions: Radium should be started the second 
or third day after the operation. It should be 
applied not oftener than once a week; 200 mg. 
hours at weekly intervals has not produced a 
burn and is, therefore, a safe dosage. In the 
majority of the cases the radium treatment 
lengthened the period between recurrence, and a 
large percentage of cures resulted. Radium, 
however, does not affect the associated sinus 
suppuration. 


PARANASAL SINUSES 


Comparative Anatomy.—Ingersoll*® discusses 
accessory sinuses in animals. These develop in 
connection with the olfactory sense. Multiple 
channels or scroll-like or branching turbinates 
increase the membranous surface of the nose and 
with it the olfactory surface. In higher animals, 
especially in apes and man, this sense atrophies 
and the excessive convolutions lessen. Tur- 
binates which appear in the sinuses of some 
animals persist in man as only eminences or par- 
titions. 

Sinus Disease in Children.—Dean” finds sinus 
infections in infants and children a common oc- 
currence in the moist, cold climate of the north- 
ern States. An inflamed post-pharyngeal wall, 
in the absence of tonsil and adenoid trouble, is 
very suggestive of such disease. Irrigation of 
the nose gives valuable information as regards 
the amount and nature of the discharge. Dean 
also finds it possible to use the naso-pharyngo- 
scope, even in infants. Nutritional and vaccine 
therapy are helpful. Of his cases, 80 per cent. 
cleared with the removal of the tonsils and ade- 
noids. As a last resort, he opens through the 
naso-antral wall and so drains the maxillary 
sinus. Tilley*® gives his observations culled 
from 25 years of experience. He says it is easy 
to overlook this condition because, usually, an 
adeno-tonsillectomy is required, and following 
this the sinus condition usually clears of itself. 
The only prcof is puncture of the antrum and 
lavage. Scarlet fever, measles, and the other 
acute infectious diseases are the most frequent 
causes of sinus suppuration in children. An- 
other writer, Mitchell,** remarks that there are 
more sinus cases found now than formerly, but 
that still it is more common than is generally 
appreciated. Ventilation and drainage of the 
sinuses ean usually be secured by adeno-tonsil- 
lectomy. Suction and nasal irrigation will pre- 
vent an acute process from becoming chronic. 
If there is a return of adenoid tissue in the 
naso-pharynx, it usually can be laid to a neg- 
lected sinus infection. 


The Radical Frontal Operation.—Porter* of 
Boston gives a review of his unusual experience 





in frontal sinus surgery. Many chronic cases 
which had not cleared under repeated oper- 
ations while in the army were sent here to the 
Veterans’ Hospital and so came under his care. 
In each case a radical external operation became 
necessary. A modified Killian operation was 
done, but with this interesting difference: He 
made the external entrance into the sinus in 
the shape of a clover leaf, base down. This per- 
mitted free access to any ramifications of the 
sinus and yet left enough of the external table 
so that no deformity was experienced. This 
technic has proved adequate and satisfactory in 
even the most resistant case. 


Intracranial Complications. — Searching 
through the records of the Cook County Hos- 
pital in Chicago, Yerger** found 393 sinus cases 
between 1911 and 1920. Of these, 11 showed 
sphenoid involvement and seven of the eleven 
developed intracranial complications; six had 
leptomeningitis, one a pachymeningitis, and one 
showed a temporo-sphenoidal abscess; five were 
not discovered until autopsy. This leads to the 
recommendation that all meningitis cases de- 
veloping on the general services in a hospital 
have a careful rhinological examination. Stern- 
berg** reports a case of meningitis developing 
from an acute frontal sinusitis in which the cra- 
nial wall of the frontal sinus was macroscop- 
ically intact at autopsy. The perforating veins 
of the bone and dura were found to be throm- 
bosed, showing that the infection entered the 
meninges by this route. 

Non-Purwent Sinusitis—Watson-Williams* 
feels that in many eases an apparently slight 
purulent discharge from the sinuses may be 
oceasioning more sepsis than would frank pus, 
which by that time has become more or less lo- 
eally walled off from the communicating lymph 
and blood stream. In all of these doubtful cases 
he cleanses the nose and then injects sterile 
water into the maxillary, post-ethmoid and 
sphenoid sinuses through a special needle trocar, 
then ‘aspirates and cultures this water. 

Acute Optic Neuritis—The valuable work of 
White on posteriér sinus infections as a prom- 
inent cause in optic neuritis was reviewed in 
last year’s ‘‘Progress.’’ In another contribu- 
tion*® he apparently corroborates this idea that 
the less suppurative cases are often more toxic, 
for many of his acute optic neuritis cases due 
to posterior sinus involvement were non-suppu- 
rative, showing chiefly a hyperplastic congestion 
with but slight exudate. He summarizes this 
paper as follows: 1. The optic nerve is in close 
relationship to the posterior ethmoid and sphe- 
noid sinuses. 2. The diagnosis must be made 
from the symptoms and local findings. The 
x-ray picture is usually disappointing. Possible 
brain tumor must be excluded. 3. Many are 
non-suppurative. The size and position of the 
middle and posterior turbinates is important, as 
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this determines the aeration, or lack of it, for 
the post-nasal spaces. 4. The pathological causes 
for the optic nerve involvement are: (a) direct 
extension, (b) toxemia, (c) bacteremia, (d) 
hyperplasia, (¢) anaphylaxis. 5. Treatment 
consists in operative establishment of aeration 
in the upper posterior nasal space. The re- 
moval of all the diseased tissue is not necessary. 
Before the American Triological Society this 
May, White*’ reported his recent research on 
the size and variations of the optic canal as 
gained from skiagraphiec examination of both 
the dead and the living skull. The technique 
of taking the picture in order to best show the 
optie canal was given. The nose, malar bone and 
jaw should touch the plate. If the nose is 
large, bend the tip sideways a little. The brow 
should be about one finger’s breadth from the 
plate. The ray shoots directly down on the 
plate from a distance of 24 inches. Interest- 
ingly, there was found very little growth in the 
size of this canal. In babies it measures 4.5 
mm. in diameter, in children and in adults 5 
mm. Only a posterior ethmoid eell or either 
sphenoid sinus was found to reach the canal, 
though very rarely a prolongation from the 
antrum can come in close proximity. This cell 


is separated from the canal by only a very thin | 
layer of bone, and any hyperplastic congestion | 


of the cell would be promptly felt to a less or 
greater degree in the canal and its contained 
nerve. It is hoped that the skiagraph as taken 
with this technique may offer definite diagnostic 
aid in these eases. 

Sinus Skiagraphy.—Granger** makes an in- 
teresting contribution to this work by taking 
x-ray pictures of specially prepared dry skulls. 
The skull was split in the median line. He 
filled the right sphenoid with plaster-of-paris, 
the right posterior ethmoid with Mellotte’s 
metal, the left anterior ethmoid with amalgum. 
Then he glued the two split halves together 
and took pictures of the skull from many angles. 
With the help of the different opacities made 
by the filled sinuses, he was able to study the 
different sinuses individually and to establish 
distinguishing landmarks, the most important 
being a curved line he calls ‘‘Y,’’ which bounds 
the sphenoid shadow above and is formed by 
that portion of the wall of the sphenoid called 
the optic groove. It curves downward on each 
side toward the optic foramen. Of clinical im- 
portance was the fact that when one or both 
sphenoids were filled with polypoid tissue, a skia- 
graph (taken preferably at a 107° angle) 
showed this Y to be indistinct on one side or 
for its entire length, together with an increased 
density of the sphenoid. Osteoplastic changes 
were evidenced in an increased density of the 
Y line. In one case of optic neuritis that half 
of the Y was thickened. The writer hopes that a 
study of this Y line and its changes will permit 


an earlier and more accurate diagnosis of the 
pathology of this region. 

Watson-Williams* went over 259 antrum op- 
erative case records at the Bristol Royal Infirm. 
ary and arrived at the following pertinent fig- 
ures. ‘The transillumination test failed to re- 
veal: 20 per cent. of the cases with gross dis- 
ease; 34 per cent. of all the cases in the series; 
o4 per cent. of the cases showing no discharge, 
Ross Hall Skillern,*® on the other hand, shows by 
percentages the efficiency of the x-ray method 
for finding a diseased condition. The diagnosis 
was most surely made when the antrum was in- 
volved, while an ethmoidal infection appeared 
in the skiagraph in only one-quarter of the 
\cases. The figures for this efficiency index are: 
maxillary sinus, 85 per cent.; frontal sinus, 75 
| per cent.; sphenoid sinus, 40 per cent.; ethmoid 
labyrinth, 25 per cent. This puts concretely 
|what many observers have noted, that trans- 
illumination is not altogether reliable; but it 
also reminds us that the skiagraph, too, is not 
infallible. Another writer notes that antral pus 
;may be blown out just before the skiagraph is 
|taken because of the recent shrinking of the 
'nasal tissues by the examining surgeon. Such a 
| picture would be misleading. 

Dangers of Antral Irrigations —Grove" re- 
| views the literature on harmful results follow- 
| 





ing the irrigation of the maxillary sinus. In 15 
cases a simple needle puncture with irrigation 
was followed by sudden death; in 21 cases there 
was sudden collapse, with serious general symp- 
toms followed by recovery; six others had tran- 
sitory blindness; 32 showed air or fluid forced 
into the surrounding tissues. This is an impos- 
ing list and is by no means complete. <A study 
of the technique employed shows that the punc- 
ture was made through the middle meatus in 
18, through the inferior meatus in 38, and in 21 
the route was not noted. The author does not 
feel that these grave complications were eonse- 
quent on the use of cocaine, or were due to 
vagus inhibition, but ascribes the trouble to a 
forcing of an air embolus into a vein of the 
antral mucous membrane, the internal wall of 
which we know earries a venous plexus. He 
thinks this complication can be avoided by not 
employing air either before or after the irriga- 
tion. 

Thiersch Graft to Hasten Antrum Operatwe 
Healing.—Sheehan** suggests the use of a 
Thiersch graft in either a radical antrum or 
frontal operation. He also proposes it follow- 
ing a tonsillectomy. Stitching the pillars over a 
mould holds the latter in place; a rubber balloon 
inflated through a catheter serves for the for- 
mer. He claims that healing is hastened, and 
that scar contraction is lessened. Whether this 
benefit is sufficient to justify so prolonging the 
operation is not clearly explained. 

Operative Fatalities Not Due to Anesthesia.— 
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Especial reference should be made to the pains- 
taking and extensive work of Loeb** on fatal- 
ities following nose and throat operations which 
are not due to the anesthetic. By personal let- 
ters to all the laryngologists in this country, and 
a careful checking up and sorting of the mate- 
rial thus secured, he collected 322 fatalities 
(most of them as yet unreported). Of these, 
125 were due to meningitis, 55 to hemorrhage, 
43 to respiratory troubles, and 20 to general sep- 
sis. Of the meningeal cases, over one-third were 
the result of ethmoid operations, seven were 
from probing and irrigating the frontal sinus. 
Intranasal frontal operations caused 16. Re- 
section of the middle turbinate caused 15; sub- 
mucous resection of the septum caused 15; re- 
moval of nasal polyps caused 13. This is a start- 
ling array and encourages his conclusion that 
the after-ecare of the patient needs as expert sur- 
gical skill as does the operation; also that every 
operator in these regions should thoroughly ac- 
quaint himself with the intimate anatomy. At 
the request of the Triological Society, Loeb’s 
investigations were continued another year and 
were reported at the 1923 meeting.** 


THE NASOPHARYNX 


Naso-Pharyngeal Tumors.—In the past six 
years New*® has seen 79 patients with malig- 
nant tumors of the naso-pharynx. Only 38 
showed any nasal or naso-pharyngeal symptoms, 
One or more phases of a typical syndrome led 
to their discovery. Their ages ranged from four 
to sixty-six years. Of a similar insidious onset 
are fibromata of this region, according to 
Studer.*® They are painless in development and 
are dangerous because of their size and rapid 
growth. They are rare, for the records of the 
Basel Clinie show only 11 cases in the past 26 
years. Nasal obstruction and spontaneous hem- 
orrhage are the symptoms which lead to their 
discovery. Denker’s premaxillary approach is 
preferred in order to reach the tumor. In these 
cases there were always recurrences, but they 
finally yielded to subsequent operations. Radium 
and x-ray should first be tried. Especial refer- 
ence should here be made to an exhaustive re- 
view of the literature on the histology and 
pathology of benign growths of the nose by 
Baum.** An excellent bibliography, giving 77 
references, accompanies the article. 

Cleft Palate-——The etiology of cleft palate 
comes up for consideration. Davis** reports a 
complete tripartite cleft palate and double hare- 
lip in twins and discusses heredity and mal- 
nutrition as important causes. The mandibular 
processes fuse at about the thirty-fourth day and 
the maxillary processes at the end of the third 
month. It is suggested that with the average 
embryo in an upside-down position, undue pres- 
Sure on the jaw from flexion, or malnutrition, 
or an intervening epithelial remnant, might 





cause the failure to join and the consequent 
cleft. Talbot of Worcester presents an original 
and most interesting explanation for this em- 
bryonic lack of union. In a large number of 
obstetrical cases he has observed the placental 
condition after birth, and at the same time in- 
vestigated carefully the prenatal history of the 
mother. His theory is that there may be a pre- 
disposing tendency in the parent, but that the 
actual cause is a placental infarct occurring 
just prior to that period in embryonic develop- 
ment when palatal union should take place. In 
each case under his observation thus far he has 
been able to demonstrate his claim by the double 
argument: first, the mother had some acute ac- 
tive infection late in the first month or early in 
the second month of pregnancy; second, the 
growth of the placenta, as shown by the position 
of the cord or by an actual infarct, showed an 
injury at this period of its development. He 
explains the origin of this infaret by a bacterial 
invasion of the mother’s blood stream from her 
local infection. The necessary particle or bac- 
terium lodges in the placenta when it is so small 
that the consequent infarction will do much 
damage. A later infarction will not so alter the 
blood supply to the fetus. In support of this 
thecry may be offered recent research work by 
Stockard*® of Cornell University with fishes. 
By changing and impeding the oxygen supply 
in the water of developing embryonie fishes, he 
was able to develop different types of monstrosi- 
ties, and these differing types were governed by 
the period during their development at which 
the diminished nutrition was applied. Those 
having cleft-palate cases will have an oppor- 
tunity of substantiating Talbot’s theory. 


THE TONSILS 


This year is no exception to the rule that 
there is an abundance of literature on the sub- 
ject of the tonsil. There are among these some 
contributions of note, among which especial men- 
tion should be made of those by Fetterolf, Place 
and Greene. 

Turner and Sprunt of Edinburgh®® discuss 
the etiology of the cartilaginous nodules which 
occasionally appear in tonsils. Their case 
showed a finger-like projection down into the 
pharynx from the lower pole of the left tonsil 
in an adult male. After enucleating the tonsil 
this projection proved to be a mass measuring 
2.6 em. long and 0.7 em. in diameter, which on 
section showed a clear line of demarcation from 
the tonsil itself. Here and in the tonsil were 
found nodules of cartilage. The origin of these 
nodules has been a matter of discussion, and 
this paper supports the embryological theory in 
which cartilage cells escape from the second 
primitive branchial cleft and are caught in the 
fibro-adipose tissue at the base of the tonsil. The 
repeated act of swallowing would account for 
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this benign tumor’s being drawn down into its 
final elongated shape. 

Under tonsillar function, we have Fleisch- 
mann” claiming that the reducing bodies which 
he found present in tonsil tissue proved to him 
that this organ has an internal secretion. This 
must not be confused with the formic acid pres- 
ent, which he thinks is a decomposition product 
from the cholesterin in the tonsils. This in- 
ternal secretion is presumed to furnish a reduc- 
ing substance for the saliva, acting as a digestive 
agent. Brown** °° sees an intimate relationship 
between the tonsil and the thyroid gland. 
Goiter symptoms which improve but do not clear 
after a thyroid operation will disappear alto- 
gether when the diseased tonsils are removed. 
And, similarly, such a tonsillectomy before the 
thyroid operation will often markedly alleviate 
the thyrotoxicosis. A questionnaire yielded sim- 
ilar findings, but in most cases the observations 
had been meager. He urges that laryngologists 
keep this relationship in mind, and concludes 
that research will show the tonsil as a probable 
focus for thyroid trouble. Other infectious foci 
must be hunted for. 

The numerical bacterial content in the tonsil 
is of more moment than the type of infection, 


according to Caylor and Dick.** In a series of | 


experiments they discovered the number of bac- 
teria per gram weight of tonsil as well as the 
type of each infection, and found that those 
eases which showed a high quantitative bacte- 
rial content had suffered more. The nature of 
the tonsillar infection seemed of much less mo- 
ment and was not a reliable index. Hurd*® con- 
trols this infection in many eases by tonsillar 
suction. He uses up to a 15-inch vacuum. It 
may be noted that this method is in very general 
use for diagnosis and treatment of tonsillar in- 
fections. Some (as Bigelow of Providence) are 
using it as a means of grasping and everting a 
tonsil during its operative enucleation, thus 
avoiding the escape of eryptie infection into the 
pharynx and trachea. Mullin®® of Colorado 
Springs hunted for tuberculosis in tonsils in a 
series of 400 consecutive operative cases. Tu- 
bercles were found in 17, of whom five, or 1.25 
per cent. of the whole series, had no history of 
tuberculosis nor showed any clinical signs or 
symptoms of it. In ten cases tubercles were 
found in both tonsils, in four cases in one tonsil, 
in three cases in the adenoids. 

As to whether to remove the tonsils and 
when, Gough*’ sent a questionnaire to 100 
prominent laryngologists whose replies may 
be summarized as follows: (a) 99 per cent. of 
the answers advised a tonsillectomy when indi- 
eated, regardless of the age. (b) There is no 
clinical evidence that the tonsils have any val- 
uable function after birth. (c) After tonsillitis 
the tonsils may be considered as pathological 
(d) Tonsillotomy is not 





rational. Always do a tonsillectomy. On the 
other side of the argument may be found many 
prominent laryngologists; among whom Faulk. 
ner** of New York calls attention to the firm, 
fibrous nature of the average adult tonsil and its 
neighboring structures. It gives support to 
pharyngeal muscles and lends firmness to the 
palatal and pharyngeal arches. He likens it to 
the frame-like nature of the larynx and trachea 
lower down, and finds its firm yet compressible 
structure peculiarly fitted for voice production 
and control. It has no known or proven physio- 
logic function; has no proven protective fune- 
tion; has no power of absorption ; is not a men- 
ace to the economy ; but is, however, a very im- 
portant mechanical, acoustic and phonetic or- 
gan. 

Place®*® makes a unique contribution in his 
work on removing the tonsil during the acute 
stages of scarlet fever and diphtheria. Having 
observed. that the tonsil was an important point 
of attack and entry in these diseases, and that 
the pharyngeal symptoms were slight or absent 
in cases which had already had their tonsils re- 














moved, he began by removing the tonsils during 
early convalescence in the hope of shortening 
its course and lessening its complications. The 
children bore this so well that he gradually 
found himself able to perform the operation at 
earlier periods during the course of the disease. 
He reports the results in 196 operated cases. In 
122 scarlet fever cases, ranging from six months 
to twenty-five years of age, 73.7 per cent. pre- 
sented no post-operative complications. In diph- 
theria and diphtheria carriers and in acute ton- 
sillitis cases he performed 74 tonsillectomies. 
He was able to operate during the early days of 
the attack, and finds that such early operation 
reduces the tendency to complication. The dan- 
gers are not great. The ether should be light, 
the traumatism of the throat‘as slight as pos- 
sible, the operation short. He concludes that in 
suitable cases and with careful technique, adeno- 
tonsillectomy is a valuable means of shortening 
convalescence in scarlet fever and diphtheria. 
A foreign writer, on the other hand, investi- 
gated recently the reported cases of tonsillec- 
tomy during acute peritonsillar infection and 
found two deaths and other lesser but unfortu- 
nate complications, which led him to report un- 
favorably on the performance of the operation 
during an acute infection. Camp reports 32 
tonsil operations done under local anesthesia in 
tubercular cases, 72 per cent. of which showed 
definite general improvement as a result. He 
found tuberculosis in varying degrees in 69 per 
cent. of the tonsils removed. Of other infec- 
tious complications, Husik* reports a fatal case 
of Vineent’s angina which, beginning in the 
tonsil, spread to the pharynx, epiglottis, aryte- 
noids, cords, trachea, and right bronchus. 
Smear showed the characteristic organism and 
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no K. L. Autopsy showed a consolidation of 
the lower lobes and a blood septicemia from 
which was recovered staphylococcus aureus and 
micrococeus catarrhalis. Phillips** reports a 
case of acute tonsillitis and peritonsillar abscess, 
which went to autopsy and showed pus in the 
neck and a thrombus in the jugular. This was 
evidently a ease parallel with that reported by 
Mosher,"* where the tonsillar infection invaded 
the pharyngo-maxillary fossa and caused a 
jugular phlebitis with a resulting thrombosis 
and septicemia exactly paralleling lateral sinus 
thrombosis of mastoid origin. 

When reviewing the operative results of his 
tonsil surgery, Richardson™ finds there can be 
no doubt that granulation tissue of even true 
tonsillar tissue can develop in the tonsillar fossa 
some months, even years, after a thorough ton- 
sil operation. He pleads for more charity in 
our estimate of a fellow laryngologist’s oper- 
ative work when we find what appears to be a 
large tag of lymphoid tissue in the tonsil fossa 
of a ease which has had an operation done. The 
tonsillectomy may have been perfectly per- 
formed. In discussing this paper, Sluder re- 
called a case that he had operated on and had 
kept under observation for several years. Re- 
peatedly he had examined the operative result 
and been perfectly satisfied, only to discover 
ultimately a swelling upward from the base of 
the tongue of a large mass of lymphoid tissue 
which so filled the tonsillar fossa and was so 
follieulated as to resemble very closely the orig- 
inal tonsil. Spake® says this lymphoid regen- 
eration may be rapid and fill the tonsil fossa 
within a few years. It occasionally comes from 
the supra-tonsillar fossa, usually from the infra- 
tonsillar, where the lymphoid tissue near the 
tongue furnishes the requisite start. 

Research on the Tonsil—An outstanding 
piece of research work on the tonsil was done 
by Fetterolf and Fox, read this May before the 
American Laryngological Association, but not 
yet in print. They discuss ‘‘The Reaction of the 
Paratonsillar Tissues to Tonsillectomy.” It has 
been generally thought that lung abscesses fol- 
lowing tonsillectomy were from aspiration. 
With the more frequent occurrence of these ab- 
seesses, contemporaneous with the use of motor- 
driven ether vapor, the aspiration theory gained 
added strength. The greater ease with which 
inhaled particles go to the right lung, and the 
greater frequency of right-sided pulmonary ab- 
scess, again supported the aspiration theory. 
These authors eall attention to several cases 
that developed pulmonary abseesses immediately 
after tonsillectomy under local anesthesia; and 
they tell us that the right-sided blood stream is 
more direct than that on the left, for the right 
pulmonary vein is larger than the left in the 
relationship of four to three. These citations 
support the embolie theory, which the authors 





maintain is the proper explanation for some of 
these abscesses. A manifest symptom of the 
infaret resulting from such an embolus is a 
small, fresh post-operative hemorrhage which 
did not come from the adenoid or tonsil field. 
Sepsis, traumatism, and the patient’s use of the 
pharyngeal muscles—all encourage these emboli. 
An intracapsular enucleation of the tonsil leaves 
the best available barrier against embolic for- 
mation, which is so readily caught by the rich 
peritonsillar venous plexus and passed to the 
heart and lungs. 


Along a somewhat similar line Schlemmer®’’® 
investigated the lymph supply of the tonsil. His 
objective, however, was the determination of 
whether the tonsil gland had any internal fune- 
tion. By special staining methods and by injee- 
tions in both the cadaver and in the living, he 
claims to prove that there are no afferent lymph 
vessels to the tonsils, but that all are efferent, 
leading to the cervical lymph glands. All the 
tonsillar lymph channels begin blindly in the 
tonsil in the same way as they do in the skin. 
This is why cancer of the upper jaw does not 
show metastasis to the tonsil. From these find- 
ings he concludes that the tonsil can have no 
special function. 


Greene® reported some interesting work on 
the hemostatic properties of tonsil tissue, before 
the American Laryngological Association in 
May, 1923. The lessening of hemorrhage had 
appealed to him as most to be desired in tonsil 
surgery. From hemorrhage and local trauma 
come most of the unfortunate sequelae. In sur- 
gery of the brain, the. operator frequently re- 
sorts to a piece of muscle tissue applied on the 
bleeding point for its hemostatic effect. Animal 
brain tissue furnishes us with our commercial 
hemostatic sera. Brain, lung, muscle and skin 
are known to have a greater fibrinogen content 
than other tissues. Experiments show that ton- 
sil tissue contains as great a clotting index as 
the kidneys and brain, but less than lung tissue. 
Calcium chloride gave a clot in 13 minutes. The 
addition of 1 ¢.ce. of tonsil extract reduced this 
time to 55 seconds. With this knowledge he 
developed the technie of holding the tonsil in 
place with the tenaculum after snaring through 
the tonsil pedicle. He gains pressure and the 
elotting action of the tonsil tissue, both at the 
same time, and before hemorrhage has gotten 
started. Another writer sections the tonsil and 
places the raw surface against the fossa. This 
offers perhaps more hemostasis, but exposes the 
fossa to the cryptic infection thus let loose. The 
work is still in the experimental stage, but the 
writer feels that he is getting distinctly less 
hemorrhage by this method. 

Radiation of Tensils by X-Ray.—Consider- 
able more literature is now available on the sub- 
ject of radiation of diseased tonsils than last 
year, but the final word has not yet been said. 
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this benign tumor’s being drawn down into its 
final elongated shape. 

Under tonsillar function, we have Fleisch- 
mann” claiming that the reducing bodies which 
he found present in tonsil tissue proved to him 
that this organ has an internal secretion. This 
must not be confused with the formic acid pres- 
ent, which he thinks is a decomposition product 
from the cholesterin in the tonsils. This in- 
ternal secretion is presumed to furnish a reduc- 
ing substance for the saliva, acting as a digestive 
agent. Brown** ** sees an intimate relationship 
between the tonsil and the thyroid gland. 
Goiter symptoms which improve but do not clear 
after a thyroid operation will disappear alto- 
gether when the diseased tonsils are removed. 
And, similarly, such a tonsillectomy before the 
thyroid operation will often markedly alleviate 
the thyrotoxicosis. A questionnaire yielded sim- 
ilar findings, but in most eases the observations 
had been meager. He urges that laryngologists 
keep this relationship in mind, and concludes 
that research will show the tonsil as a probable 
focus for thyroid trouble. Other infectious foci 
must be hunted for. 


The numerical bacterial content in the tonsil | 


is of more moment than the type of infection, 
according to Caylor and Dick.** In a series of 
experiments they discovered the number of bac- 
teria per gram weight of tonsil as well as the 


type of each infection, and found that those | 


eases which showed a high quantitative bacte- 
rial content had suffered more. The nature of 
the tonsillar infection seemed of much less mo- 
ment and was not a reliable index. Hurd* con- 
trols this infection in many eases by tonsillar 
suction. He uses up to a 15-inch vacuum. It 
may be noted that this method is in very general 
use for diagnosis and treatment of tonsillar in- 
fections. Some (as Bigelow of Providence) are 
using it as a means of grasping and everting a 
tonsil during its operative enucleation, thus 
avoiding the escape of cryptic infection into the 
pharynx and trachea. Mullin®® of Colorado 
Springs hunted for tuberculosis in tonsils in a 
series of 400 consecutive operative cases. Tu- 





bercles were found in 17, of whom five, or 1.25) 


per cent. of the whole series, had no history of | 


tuberculosis nor showed any clinical signs or 
symptoms of it. In ten cases tubercles were 
found in both tonsils, in four cases in one tonsil, 
in three eases in the adenoids. 

As to whether to remove the tonsils and 
when, Gough*®? sent a questionnaire to 100 
prominent laryngologists whose replies may 
be summarized as follows: (a) 99 per cent. of 
the answers advised a tonsillectomy when indi- 
cated, regardless of the age. (b) There is no 
clinical evidence that the tonsils have any val- 
uable function after birth. (c) After tonsillitis 
the tonsils may be considered as pathological 
(d) Tonsillotomy is not 








rational. Always do a tonsillectomy. On the 
other side of the argument may be found many 
prominent laryngologists; among whom Faulk. 
ner*® of New York calls attention to the firm, 
fibrous nature of the average adult tonsil and its 
neighboring structures. It gives support to 
pharyngeal muscles and lends firmness to the 
palatal and pharyngeal arches. He likens it to 
the frame-like nature of the larynx and trachea 
lower down, and finds its firm yet compressible 
structure peculiarly fitted for voice production 
and control. It has no known or proven physio- 
logic function; has no proven protective fune- 
tion; has no power of absorption; is not a men- 
ace to the economy; but is, however, a very im- 
portant mechanical, acoustic and phonetic or. 
gan. 

Place®® makes a unique contribution in his 
work on removing the tonsil during the acute 
stages of scarlet fever and diphtheria. Having 
observed. that the tonsil was an important point 
of attack and entry in these diseases, and that 
the pharyngeal symptoms were slight or absent 
in cases which had already had their tonsils re- 
moved, he began by removing the tonsils during 
early convalescence in the hope of shortening 
its course and lessening its complications. The 
children bore this so well that he gradually 
found himself able to perform the operation at 
earlier periods during the course of the disease. 
Ife reports the results in 196 operated cases. In 
122 searlet fever cases, ranging from six months 
to twenty-five years of age, 73.7 per cent. pre- 
sented no post-operative complications. In diph- 
theria and diphtheria carriers and in acute ton- 
sillitis cases he performed 74 tonsillectomies. 
He was able to operate during the early days of 
the attack, and finds that such early operation 
reduces the tendency to complication. The dan- 
gers are not great. The ether should be light, 
the traumatism of the throat‘as slight as pos- 
sible, the operation short. He concludes that in 
suitable cases and with careful technique, adeno- 
tonsillectomy is a valuable means of shortening 
convalescence in scarlet fever and diphtheria. 


|A foreign writer, on the other hand, investi- 


gated recently the reported cases of tonsillec- 
tomy during acute peritonsillar infection and 
found two deaths and other lesser but unfortu- 
nate complications, which led him to report un- 
favorably on the performance of the operation 
during an acute infection. Camp reports 32 
tonsil operations done under local anesthesia in 
tubercular cases, 72 per cent. of which showed 
definite general improvement as a result. He 
found tuberculosis in varying degrees in 69 per 
cent. of the tonsils removed. Of other infec- 
tious complications, Husik* reports a fatal case 
of Vincent’s angina which, beginning in the 
tonsil, spread to the pharynx, epiglottis, aryte- 
noids, cords, trachea, and right bronchus. 
Smear showed the characteristic organism and 
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no K. L. Autopsy showed a consolidation of 
the lower lobes and a blood septicemia from 
which was recovered staphylococcus aureus and 
micrococeus catarrhalis. Phillips®’ reports a 
ease of acute tonsillitis and peritonsillar abscess, 
which went to autopsy and showed pus in the 
neck and a thrombus in the jugular. This was 
evidently a ease parallel with that reported by 
Mosher,”® where the tonsillar infection invaded 
the pharyngo-maxillary fossa and caused a 
jugular phlebitis with a resulting thrombosis 
and septicemia exactly paralleling lateral sinus 
thrombosis of mastoid origin. 

When reviewing the operative results of his 
tonsil surgery, Richardson™ finds there can be 
no doubt that granulation tissue of even true 
tonsillar tissue can develop in the tonsillar fossa 
some months, even years, after a thorough ton- 
sil operation, He pleads for more charity in 
our estimate of a fellow laryngologist’s oper- 
ative work when we find what appears to be a 
large tag of lymphoid tissue in the tonsil fossa 
of a ease which has had an operation done. The 
tonsillectomy may have been perfectly per- 
formed. In discussing this paper, Sluder re- 
called a case that he had operated on and had 
kept under observation for several years. Re- 
peatedly he had examined the operative result 
and been perfectly satisfied, only to discover 
ultimately a swelling upward from the base of 
the tongue of a large mass of lymphoid tissue 
which so filled the tonsillar fossa and was so 
follieulated as to resemble very closely the orig- 
inal tonsil. Spake® says this lymphoid regen- 
eration may be rapid and fill the tonsil fossa 
within a few years. It occasionally comes from 
the supra-tonsillar fossa, usually from the infra- 
tonsillar, where the lymphoid tissue near the 
tongue furnishes the requisite start. 

Research on the Tonsil.—An_ outstanding 
piece of research work on the tonsil was done 
by Fetterolf and Fox, read this May before the 
American Laryngological Association, but not 
yet in print. They discuss ‘‘The Reaction of the 
Paratonsillar Tissues to Tonsillectomy.” It has 
been generally thought that lung abscesses fol- 
lowing tonsillectomy were from aspiration. 
With the more frequent occurrence of these ab- 
scesses, contemporaneous with the use of motor- 
driven ether vapor, the aspiration theory gained 
added strength. The greater ease with which 
inhaled particles go to the right lung, and the 
greater frequency of right-sided pulmonary ab- 
scess, again supported the aspiration theory. 
These authors eall attention to several cases 
that developed pulmonary abseesses immediately 
after tonsillectomy under local anesthesia; and 
they tell us that the right-sided blood stream is 
more direct than that on the left, for the right 
pulmonary vein is larger than the left in the 
relationship of four to three. These citations 
support the embolic theory, which the authors 





maintain is the proper explanation for some of 
these abscesses. A manifest symptom of the 
infaret resulting from such an embolus is a 
small, fresh post-operative hemorrhage which 
did not come from the adenoid or tonsil field. 
Sepsis, traumatism, and the patient’s use of the 
pharyngeal muscles—all encourage these emboli. 
An intracapsular enucleation of the tonsil leaves 
the best available barrier against embolic for- 
mation, which is so readily caught by the rich 
peritonsillar venous plexus and passed to the 
heart and lungs. 


Along a somewhat similar line Schlemmer®’® 
investigated the lymph supply of the tonsil. His 
objective, however, was the determination of 
whether the tonsil gland had any internal fune- 
tion. By special staining methods and by injee- 
tions in both the cadaver and in the living, he 
claims to prove that there are no afferent lymph 
vessels to the tonsils, but that all are efferent, 
leading to the cervical lymph glands. All the 
tonsillar lymph channels begin blindly in the 
tonsil in the same way as they do in the skin. 
This is why cancer of the upper jaw does not 
show metastasis to the tonsil. From these find- 
ings he concludes that the tonsil can have no 
special function. 


Greene® reported some interesting work on 
the hemostatic properties of tonsil tissue, before 
the American Laryngological Association in 
May, 1923. The lessening of hemorrhage had 
appealed to him as most to be desired in tonsil 
surgery. From hemorrhage and local trauma 
come most of the unfortunate sequelae. In sur- 
gery of the brain, the. operator frequently re- 
sorts to a piece of muscle tissue applied on the 
bleeding point for its hemostatic effect. Animal 
brain tissue furnishes us with our commercial 
hemostatic sera. Brain, lung, muscle and skin 
are known to have a greater fibrinogen content 
than other tissues. Experiments show that ton- 
sil tissue contains as great a clotting index as 
the kidneys and brain, but less than lung tissue. 
Calcium chloride gave a clot in 13 minutes. The 
addition of 1 ¢.c. of tonsil extract reduced this 
time to 55 seconds. With this knowledge he 
developed the technic of holding the tonsil in 
place with the tenaculum after snaring through 
the tonsil pedicle. He gains pressure and the 
clotting action of the tonsil tissue, both at the 
same time, and before hemorrhage has gotten 
started. Another writer sections the tonsil and 
places the raw surface against the fossa. This 
offers perhaps more hemostasis, but exposes the 
fossa to the cryptic infection thus let loose. The 
work is still in the experimental stage, but the 
writer feels that he is getting distinctly less 
hemorrhage by this method. 

Radiation of Tensils by X-Ray—Consider- 
able more literature is now available on the sub- 
ject of radiation of diseased tonsils than last 
year, but the final word has not yet been said. 
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Different writers with equal assurance es ouse | jharynx, which proves beneficial to cases not 
| I y ’ 


diametrically opposing views. Methods and 
reported results can be but briefly cited. 
Trinder” used x-ray in 76 cases,—1ll with 
pharyngitis, 20 with both pharyngitis and ton- 


sillitis, 35 with tonsillitis. All but two had | 
marked focal and local symptoms. Better cryp- | 
tic drainage was obtained but no decrease in | 


the amount of infection. The tonsils tend to 
become more submerged but not smaller. Under 
the microscope the lymph follicles showed no 


reduction in size. He concludes that x-ray is a| 


valuable adjunct. Waters, MacCready and 
Hitchcock”’ say that x-ray does not stop the 


infection, but does give relief from symptoms, | 


though often but temporarily. It is not as ef- 
fective as operative removal. It is indicated 


in the more purely hypertrophic tonsils of chil- | 


dren and where operative interference is contra- 


9 


indicated. Witherbee’* says the method is safe | 


in its use and permanent in its results. He 


usually gives eight treatments, at intervals of | 


two weeks. Burns are impossible; and the se- 
eretory glands have shown no injury in 500 


cases so treated. Borden’* made an especial | 


effort to learn Witherbee’s technic and follow 
it to the letter. He used a spark-gap of seven 
inches, the target ten inches from the skin; a 
three-millimeter aluminum filter for the soft 
rays; a five-milliampere current; and a total 


exposure of four minutes over each side of the | 


neck in the tonsil area. Sixteen patients were 
irradiated one to four times, following which 
14 had a tonsillectomy done. No clinical or 
pathological change was noted except that dur- 
ing the irradiation period the tonsils seemed 
smaller and less congested. On operative re- 
moval no change in size was apparent. Some 
benefits were, however, secured: The tonsils 
shrank away somewhat from the anterior pil- 
lars; the hemorrhage during operation seemed 
less, and the dissection easier. The diminution 
in secretions would lessen post-operative lung 
complications. But the danger of secondary in- 
fections in joints, heart; and kidneys was not 
lessened. Lederer,’* after using the accepted 
methods of x-ray therapy and employing every 
precaution, found no case in his series showing 
any marked changes, and only in children with 
hypertrophied tonsils did he note a slight dimi- 
nution in size. Recurrent attacks of tonsillitis 
were benefited but temporarily. In spite of 
these rather negative reports, roentgenologists 
continue to use this method and claim beneficial 
results. One careful scientific worker, Jarvis,”® 
reported his work with x-ray therapy in an effort 
to help catarrhal deafness, before the 1923 meet- 
ing of the American Laryngological, Rhinolog- 
ical and Otological Society. He feels that the 
x-ray exerts a shrinking action on the lymphoid 
tissue of the eustachian tube, naso-pharynx and 





| helped in any other way. 

| Radiation of Tonsils by Radium.—Robin- 
'son’® 77 reports 156 cases of tonsillitis treated 
'with radium. In 145 only a small atrophied 
tonsil was seen six weeks after the radium ap- 
plication, and this only by retracting the ante- 
rior pillar. Symptoms of neuritis and rheu- 
matism disappeared two weeks after the treat- 
ment. In five of the failures the tonsils were 
'‘*fibrous and therefore unsuitable for treat- 
/ment.’’ Two 12.5 mg. needles were used, being 
introduced directly into the center of the tonsil 
under local anesthesia and left in place two to 
three hours. He uses external x-ray radiation 
on the same day. Infections are not influenced 
by gamma or x-ray but may be killed by large 
amounts of beta and secondary beta rays. The 
exact control of this method makes him think it 
'preferable to surgery. He reports that Wells 
and Williams use a similar technic, while With- 
erbee, Delavan, Murphy, Craig, Hussey and 
Sturn favor x-ray therapy. He claims that lit- 
‘erature fails to show any injury to the thyroid, 
parathyroid, pituitary, or parotid glands. At 
present a solution of iron is being introduced 
into the tissues in the hope of increasing the 
secondary beta rays from which the bactericidal 
action of radium is probably derived. Wil- 
liams*® finds lymphoid tissue especially suscep- 
'tible to the action of radium, and diseased tissue 
in the tonsil is less resistant than healthy tissue. 
'Improvement in the general condition comes in 
|one or two days. He prefers the radium needle 
‘to the emanations because they are more uni- 
| form in their output and the dosage can be 
better controlled. The time required to reduce 
‘the tonsil varies; the more tractable requiring 
|four treatments at intervals of two weeks. The 
individual case must determine the length of 
each exposure and its frequency. The 
writer has been using this technic for two years 
and feels that radium therapy should be tried 
before resorting to surgery. Among remedies 
of great power the author knows of none in the 
use of which the action is exerted so completely 
where it is needed and to so slight a degree 
where it is not desired. 

Pulmonary Abscess Following Tonsillectomy. 
—The research work of Fetterolf in connection 
with the embolic explanation of lung abscesses 
'has been referred to. He*® finds that 80 per 
/eent. of all post-operative lung abscesses follow 
|adeno-tonsillectomy. The literature gives 16 
lof these cases which were treated with artificial 


| pneumothorax, 74 per cent. of which enjoyed a 





| . 
| complete recovery. Richardson*t also recom- 


mends artificial pneumothorax as productive of 
the best results. He thinks a few of the cases 
are of vascular or lymphatic origin, but that a 
large percentage are caused by the inspiration 
of infective organism. Peabody®? reviews the 
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literature on this subject. He says Moore col- 
lected 202 cases, 151 of which were operated 
upon under ether, and 39 were done under local 
anesthesia. Coneretely, Glendenning blames 
the motor-driven ether apparatus; Coakley ad- 
vised a more profound anesthesia; Moore and 
Chipman and Jackson each think the pharyn- 
geal reflex should be retained throughout the 
operation. Operating during an acute infec- 
tious exacerbation under ether, and inserting 
the needle through an infectious tonsil in order 
to gain local anesthesia, and so producing an 
infective embolus, are reasons offered for lung 
abscesses. Browning*® says that statistics place 
pulmonary complications following any type of 
operative work as high as 3 per cent. Dental in- 
fection is a frequent source. Bigelow** notes 
that spontaneous recovery from pulmonary ab- 
scess is not the rule; surgical intervention is re- 
quired in most eases. He recommends light 
anesthesia so as to preserve the laryngeal re- 
flexes, and the upright position, which lets less 
material get into the trachea (it is either drained 
forward or swallowed). From the fact that a 
baeterial study of tonsil-erypt infection shows 
many spirochetes and fusiform bacilli of the 
Vinecent’s angina type, he presumes that the 
initial stage of the ultimate lung abscess would 
be an ulceration of the bronchial membrane by 
these bacteria, and recommends the use of sal- 
varsans and other arsenicals, which have been 
useful in combating Vincent’s angina, as a log- 
ical method of controlling this initial lesion. 
A questionnaire was sent out to the leading 
laryngologists of this country and Canada by 
Moore®® (working in Jackson’s bronchoscopic 
clinic), relative to the number of pulmonary 
abscesses following tonsillectomy each man had 
had and how he explained their origin. Five 
hundred and eight men replied: 364 had none 
and 144 reported 202 cases. Thirty-nine fol- 
lowed local anesthesia; the rest were under gen- 
eral anesthesia. Fourteen resulted from other 
operations of the upper respiratory tract than 
tonsillectomy. The proportion of abscesses to 
the total number of operations is 1 in every 
2500-3000. Eastern Massachusetts leads the list 
in frequeney, and this is ascribed by the writer 
to the upright position which we employ here. 
Inspiration of particles of infection and blood is 
thought to be the origin in most instances. The 
locality of the abscess is held to support this, 
for 60 per cent. were in the lower lobes, with 41 
per cent. on the right and but 19 per cent. on 
the left, which closely approximates Jackson’s 
pereentages for inspired foreign bodies in the 
lung. Jackson urges in this connection the pres- 
ervation, in so far as possible, of the laryngeal 
reflex as a protective factor. Jackson finds he 
gains satisfactory local anesthesia of the vocal 
cords by the application of 8 per cent. cocaine to 
the lower pharynx only. He reaches the superior 





laryngeal nerve, which supplies the larynx with 
sensory fibers, adequately in this way, and thus 
avoids unnecessary traumatism of the vocal 
cords. The conclusion favors a careful initial 
cleaning of the cryptic débris from the tonsils, 
the avoidance of opiates before operation, and 
of profound anesthesia during operation. Jack- 
son says, ‘‘the bechice reflex is the watchdog of 
the lungs. Don’t drug it unnecessarily.’’ Sue- 
tion during the operation is helpful. The semi- 
recumbent and upright positions, according to 
the figures, seem to encourage this complication. 

Local Anesthesia in Tonsillectomy.—On the 
basis that alcoholic injection of nerves secures 
prolonged sensory paralysis, Sonnenschein* 
tried adding alcohol to his local anesthesia for 
tonsil operative work, in the hope that he could 
thus avoid the post-operative throat pains. He 
made up his solution as follows: 95 per cent. 
alcohol 1144 drams, 1 per cent. novocaine 114 to 
21% drams, adrenalin 10 drops. Five drops of 
this solution he injected to the palatine foramen 
and one dram he injected around the tonsil. 
This method secured: an avoidance of the fre- 
quent toxie effect of the usual anesthesia, a 
smaller dose, less syncope, less post-operative 
bleeding, less throat discomfort for one to three 
days. Objections to this method were: more 
pain on injection, a longer palatal paralysis, 
oceasional sloughing of tissue. In discussing 
the paper Pierce reported trying the method and 
objecting to it because of greater local swelling, 
sloughing, and the annoying palatal paralysis 
for a while. Iglauer had tried injecting a 50 
per cent. solution of alcohol immediately after 
the tonsillectomy. From his limited experience 
he concluded that the after-pain was just as 
bad in some. He had a small slough in one ease. 

Meyer®? recommends morphine before using 
cocaine as lessening the amount of cocaine need- 
ed, but warns against injecting morphine after 
the toxic effect of cocaine has started, for both 
are nerve paralyzers. In combating these toxic 
effects he uses amyl nitrite for the purely vas- 
cular disturbances. Veronal natrium combats 
convulsions but has no effect on the respirations. 
For a respiratory stimulant he recommends 5-10 
e.c. of a 10 per cent. solution of calcium chlorid, 
for death comes from paralysis of the respira- 
tory centers. Experiments on dogs and guinea- 
pigs showed the antagonism between cocaine and 
ealcium chlorid. 


THE LARYNX 


Laryngeal Stenosis ——Non-diphtheritie sten- 
otic laryngitis may closely simulate laryngeal 
diphtheria, according to Thompson.** They ac- 
company acute infections such as measles, scar- 
let fever and influenza. Of 810 patients sent to 
the Willard Parker Hospital for laryngeal diph- 
theria, 607 proved by direct examination to be 
diphtheria and had a laryngeal membrane, while 
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113 were of the acute stenotic type and had no 
membrane. Cultures taken from the larynx 
showed positive K. L. in the former, none in the 
latter. The dyspnea is of longer duration in the 
acute stenotic type, lasting 7-10 days; and is 
likely to recur. The age is the same in either 
type. Tucker and Lukens*® report their experi- 
ence with laryngeal injuries during the war. 
They saw 49 gunshot injuries to the larynx, 
fairly soon after the traumatism. The mildness 
of their symptoms and distress occasioned sur- 
prise, and the rapid manner in which repair 
and amelioration of symptoms came about. They 
saw no fatalities from wounds of the larynx, 
and in all cases an audible voice returned as 
soon as the external wounds were closed. The 
incidence of laryngeal injury in war wounds is 
small. In the late war, the British and French 
armies had a laryngeal involvement in about 
one out of every 17 neck wounds. Delorme gives 
it as 3 per cent. The writers found about 40 
eases in 20,000 hospital admissions. Their ex- 
perience was more favorable than that of the 
junior author of this article, who reported the 
work at Cape May before the American Laryn- 
gological Association.*° Here the cases were of 
the chronic perichondritis or of the chronic 
stenotic type, and most of them were very slug- 
gish in their response to treatment. Cleansing 
away of diseased cartilage, rest, cautery, bou- 
ginage, and laryngo-fissure were methods re- 
sorted to. Most of the cases came to complete 
recovery, but with a husky voice, complicated 
in some cases by arytenoid fixation or cord 
paralysis. As to the frequency of these injuries, 
both articles point out that a gunshot wound 
through the larynx is likely to be fatal. The 
part is relatively well protected by the chin. 
If the soldier survives the immediate injury, his 
chances of ultimate recovery are very good. 
Baryngeal Tuberculosis—An interesting pa- 
per by Ferreri®' finds a much larger proportion 
of laryngeal tubercular cases in those who work 
indoors than in those who work out in the open. 
Among teachers a mortality of 6 per cent. is 
shown for males and 12 per cent. for females. 
The less healthy quarters which the elementary 
female teachers have to work in is considered 
partly responsible for the higher female death- 
rate. Workers in toxie products are prone to 
the disease because of the irritating effect of 
these substances on the respiratory. mucous 
membrane. Night work seems to do no harm. 
Workers in restricted quarters, such as barbers 
-and jewelers, are more prone. 





cause the Koch bacillus does not resist the sun’s 
rays for more than two hours. Those working 
with silk, cotton, and wool are more prone. Sili- 
cate of magnesia contains 60 per cent. of salicylic 
acid, which is one of the most dangerous poisons 
for the laryngeal and pulmonary tissues. In 
general, he differentiates two clinical forms,— 
the high form which involves the epiglottis and 
arytenoids and causes dyspnea and dysphagia, 
and the low form which attacks the cords and 
interarytenoid space, causing hoarseness. The 
prognosis is favorable in the latter form, and 
treatment in the Alps produces marvelous re- 
sults, especially when accompanied by helio- 
therapy. 

Shurley®’ thinks that there is danger of over- 
treating laryngeal tuberculosis, He likes an oe- 
easional application of 3 per cent. formalin in 
glycerine, together with light therapy. This 
latter the patient does himself according to the 
Forster method. Sun’s or other light rays are 
used, and are applied daily directly to the 
larynx. This method has proved a distinet ad- 
vanee over other usages. An orthoform emul- 
sion, or the injection to the nerve of 85 per cent. 
aleohol, controls the pain. If the epiglottis is 
ulcerated, he removes it. He claims that 10 per 
eent. or more of all adult pulmonary tuberculo- 
sis cases show some laryngeal complication. 
Finder®* uses krysolgen (a gold cantharidin 
salt) for laryngeal tuberculosis. It seems to 
have a specific action, but does not prove so 
salutary in pulmonary tuberculosis. The tech- 
nique is an intravenous injection every 10 days 
for 10 doses, then every two or three weeks. 
The dosage commences at 0.025 gm. and is in- 
ereased successively by 0.025 gm. until 0.2 gm. 
is reached. There is usually a one-degree rise 
in temperature that night or the next day. 
Ferreri®* reports his results with the use of this 
drug in 30 eases. All types were treated. 
Twenty-one were improved, five died, three gave 
doubtful results, and one was made worse. He 
does not consider that it is a specific remedy, but 
feels that it offers undoubted help. One of the 
first benefits is a diminution of the dysphagia. 
Better results are gained if it is used in early 
lesions. He gives .05 gm. intravenously every 
eight to ten days. 

Laryngo-fissure was tried by Huenges.®* The 
patient was 41 years of age. His general condi- 
tion was satisfactory and the pulmonary find- 
ings encouraged the operative attempt. Locally 
there were ulcerations on one aryepiglottie fold, 


Masons and/on both labia and below the glottis. A tracheot- 


builders are more likely to contract pneumonia, | omy was done, and after splitting open the 
the open-air work protecting them in a measure | larynx, the tubercular ulcerations were burned 


against tuberculosis, Those in daily eontact 
with animals that may transmit the disease, such 
as butchers, are susceptible. Laundry work in- 
creases the likelihood of the worker getting tu- 
berculosis, Street sweepers are net prone be- 





| with the Paquelin cautery. A pronounced exac- 


erbation was the result. A high fever and vio- 
lent dyspnea was followed by death on the 
twelfth day, and the author concludes by con- 
demning the method. 
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Cooper®® recommends a gastrostomy for laryn- 
geal tuberculosis. The cases are selected with 
two differing objects in view. If the lesions are 
not advanced, a gastrostomy will furnish an- 
other channel for the entrance of food, and so 
afford the local rest which has proved so impor- 
tant a phase of all tubercular treatment. In 
advanced cases the food is diverted from the 
usual channel because deglutition becomes so 
painful as not only to exhaust the patient and 
require sedatives, but it even results in starva- 
tion. Liquids, especially, are difficult to swallow 
in these advanced eases. He reminds us that a 
gastrostomy in cancer of the larynx is a recog- 
nized procedure, and thinks that tuberculosis 
in this locality offers just as good a reason. He 


‘enumerates the benefits to be gained as: rest, 


better feeding, relief from pain, promotion of 
healing, diminution of toxemia. The surgical 
risk is not great if it is done before starvation 
has set in. The gastric tube feeding is a real 
objection, but the advanced case welcomes, even 
at this price, the relief from the extreme pain of 
swallowing. 

Laryngeal Diphtheria.—Litehfield and Hard- 
man’ have found in their laryngeal diphtheria 
eases that they can materially reduce their mor- 
tality by the use of suction through the laryn- 
goscope. A membrane in the larynx has proved 
to be less adherent than when in the throat, and 
they have been able to remove it fairly readily 
by this method. If the membrane recurs, an- 
other suction answers the purpose. Thomson 
passes an applicator, with a piece of gauze at- 
tached, through the larynx under direct laryn- 
goscopy. He then pulls this gauze out as one 
would pull the plunger out of a syringe. This 
sucks out the tracheal mucus or fibrin or even a 
east; and he thus avoids intubation. Usually 
the process has to be repeated two or three times. 
In his experience at the Willard Parker Hos- 
pital in Brooklyn, this method has markedly 
reduced the number of eases requiring intuba- 
tion, and has also reduced the mortality. 


Laryngeal Papilloma— Crowe and Britt- 
stein®® claim that papilloma of the larynx in 
children shows a higher mortality than does 
laryngeal cancer in the adult. Tracheotomy is 
usually indicated, and in most instances it is 
done too high, with a resulting stenosis just 
above. In their hands radium with care was of 
some benefit ; operative removal helped at times; 
eausties and fulguration did not help. 

Plastic Surgery for Laryngeal Paralyses.— 
Moore'® investigated the literature concerning 
abductor laryngeal paralysis and found that 90 
per cent. were of tabetie origin. Of 53 eases, 
only six develcped complete recurrent laryn- 
geal paralysis; 22 showed unilateral, and 25 
showed bilateral abductor paralysis. Various 
writers suggest different remedies for this. 


Jackson was reported in last year’s ** Progress | 


in Laryngology’’ as advising the peroral punch- 
ing out of the cords in order to permit respira- 
tion, for the flaccid cords tend to approximate 
and prevent inspiration. But this method is not 
entirely satisfactory, for a cicatricial band re- 
forms in place of the cord and again causes ob- 
struction. Moore devised a plastic operation to 
separate the cords. Through a small laryngo- 
fissure he cuts away a triangular piece of the 
thyroid lamina just external to the attachment 
of the cord. He pulls the anterior end of the 
cord through this window and anchors it exter- 
nally. This tenses the lax cord and moves its 
anterior margin outwards. If the cord is placed 
properly the rima glottidis will be ample for 
easy respiration, and speech will still be possible. 
Réthi?* had a bilateral paralysis ease in which 
through a laryngo-fissure he opened one aryte- 
noid joint and fixed the arytenoid in the ab- 
ductor position, The other cord was left in its 
original adductor position. Free breathing and 
good speech were obtained. Wehner’ tried to 
gain the same result by anchoring a piece of 
fascia lata to the outside of each thyroid lamina, 
pulling it tight across the anterior angle. This 
tended to pull the thyroid angle open. Streiss- 
ler’®® devised a more ingenious method. He 
fastened a tendon or fascia to the muscular 
process of the arytenoid and sutured its other 
end to the cricarytenoideus muscle and to the 
ericoid cartilage, in such fashion as to gain ten- 
sion on the muscular process in the desired di- 
rection. In one case he secured a cord separa- 
tion of 1.5 mm., in the other of 3.5 mm.; and 
there has been no recurrence of dyspnea for 
three years since operation. 


LARYNGEAL CANCER 


Cancer of the larynx occupies a prominent 
position in the literature of the past year. The 
work is not new, for Cohen did a complete laryn- 
gectomy for cancer of the larynx as long ago as 
1877. Possibly stimulated by war surgery of 
the larynx, writers are now giving their sum- 
marized results and conclusions. The reports 
are too numerous and prolific to report in any 
detail, but a brief reference is called for as 
showing the present trend in this field of sur- 
gery. Jackson,’ most skilled and scientific of 
observers, finds that cancer rarely appears in a 
previously normal larynx. Usually a prolonged 
chronie laryngitis comes first, or some benign 
tumor. He thinks a luetie lesion is a predispos- 
ing cause. THe ealls this initial condition the 
precancerous stage and strongly urges the med- 
ical profession and the laity to attack the disease 
at this time. Persistent hoarseness in an adult 





should have the serious attention of an expert. 
|The tendency of a gumma’s changing to cancer 
‘is also noted by Lambert,'®* though he discusses 
oral forms. M’Kenzie'®® observes that oral can- 
‘cer is less active when the teeth are out, and 
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attributes this to less local sepsis. Moure lays 
stress on the need of a careful histological mi- 
croscopic diagnosis, and Jackson recommends 
that the specimen be obtained by direct laryn- 
goscopy, at the same time estimating the exact 
extent of the lesion. 

Moure of Bordeaux'™ gives helpful sugges- 
tions from his broad experience as to what to do 
once an accurate diagnosis has been established. 
The International Survey gives the following 
analysis of his conclusions: 1. In the eases of 
endolaryngeal cancer limited to one vocal cord, 
without peripheral infiltration or local inflam- 
matory reaction, the neoplasm should be re- 
moved by thyrotomy, followed by immediate 
closure. Terminate the treatment by some ap- 
plications of x-rays. If radium is employed it 
is necessary to act with a great deal of circum- 
spection because of the serious accidents (ex- 
tensive slough) that this agent, the action of 
which it is impossible to regulate, may occasion. 
2. If the tumor, while being endolaryngeal, 
originating on the vocal cord, has passed this and 
invaded the neighboring parts, without the ex- 
istence of infiltration or of collateral edema, con- 
sequently no immobilization of the affected cord, 
thyrotomy is still the procedure, followed by lo- 
cal applications of x-rays. If radium is em- 
ployed, it should be used immediately after the 
operation or in the days following (40 to 50 mg., 
left in place for 24 to 36 hours). If x-rays are 
employed, wait until the inflammatory wound 
is healing before making the applicaticn, 3. In 
the case of endolaryngeal tumors originating 
outside of the vocal cord, on other parts of the 
mucosa, deep roentgenotherapy may be tried at 
once, but in case of failure total laryngectomy 
should not be postponed; in the writer's opin- 
ion it is then the operation of choice. This should 


be followed by applications of x-rays to the| 


cicatrix. 4. If the tumor, exolaryngeal, is lim- 
ited to the epiglottis, epiglottectomy by the ex- 


ternal route, transhyoid, transthyroid or sub- | 


hyoid, should be tried. Follow with roentgeno- 
therapy. 5. In exolaryngeal cancers, circum- 


scribed or diffuse, extending beyond the larynx, | 
accompanied by adenopathy, the surgical treat- 
ment being entirely illusory, employ, from the | 


first, deep roentgenotherapy which may, at least 


in the initial period, give immediate curative re- | 
sults. But it is well to watch attentively for re- | 


currence following apparent cure after a lapse 
of time more or less long, often several months. 
Jackson'® is a little more conservative as to 


- what are operable cases. After reviewing his 
eases of laryngo-fissure, with 37 successes, and | 


his 14 laryngectomies, with 8 successes, he closes 
with this graphic statement: If he himself had 
a small cancer on the tip of his epiglottis he 
would desire its extirpation by the endolaryn- 
geal route. If it was an anterior intrinsic laryn- 
geal cancer, he would want a thyrochondrotomy 
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‘done. If the tumor was posterior intrinsic, he 
would refuse operation and have radium, 
Tapia’ reports 106 cases, with one fatality 
from broncho-pneumonia, and 32 recurrences. He 
advises a complete laryngectomy, but considers 
those cases inoperable where the base of the 
tongue or the posterior pharyngeal wall is at- 
tacked or the cervical glands much involved. He 
uses local anesthesia, completes the operation 
in one stage, employs the Gluck method, and fol- 
lows with x-ray. He uses radium in inoperable 
eases. ‘Thompson’'® had 51 cases up until 1921, 
41 of which gave satisfactory results. He classi- 
fies his eases into extrinsic and intrinsic. The 
intrinsic he divides into glottic and subglottic, 
the latter proving the less favorable type. In 
this country MacKenty' ?” reviews his 143 
cases seen since 1916. The last 33 showed 31 
consecutive total laryngectomies and 2 thyroto- 
mies, in which neither mortality nor serious com- 
plications occurred. Sixty-six per cent show ap- 
parent cures. The shortest period of wound heal- 
ing was ten days, the longest five weeks. Twen- 
ty-nine were done in one stage. ‘wo had a pre- 
liminary tracheotcmy. Twenty-five have dis- 
pensed with the tracheal cannula. All but one 
have developed a whisper voice audible at sev- 
eral feet, and one can talk over the telephone. 
Some dictate to their stenographers without 
trouble. The loss of voice has been urged as 
a strong argument against laryngectomy, but it 
is pointed out that the voice is to be lost any- 
way. He sums up the argument by saying: 
Thyrotomy is rarely indicated, radium is on 
trial, and total laryngectomy is the logical, safe 
and tried procedure of choice. In no other part 
of the body have the results excelled, and in 
‘few instances have they even approached, those 
gained in operative work for intrinsic cancer 
of the larynx. Woods''* finds his patients hap- 
py and comfortable if they recover. They talk 
by learning how to swallow air which they hold 
in the esophagus as a reservoir. By controlling 
the belching of this air they gain an easily audi- 
ble speech. 

Operative Technique. The operative total re- 
moval of the larynx for cancer is given by many 
writers and in the main follows the method of 
Gluek which Okada'* of Tokyo in his paper be- 
fore the American Laryngological Association 
reviews as follows: 1. Complete exposure of 
the larynx before opening the air passage; 2. 
'Severing the larynx from the pharynx; 3. Im- 
mediate closing of the pharyngeal defect while 
the larynx is drawn out of the wound; 4. Sever- 
ing the larynx from the trachea; 5. Cireular 
sewing of the lower stump of the trachea into 
the skin wound; 6. Closing of the whole opera- 
tive wound by suture. Okada modifies this 
| technique by severing the larynx from its tracheal 
| attachment first and opening into the pharynx 
last. His 106 operative cases gave 36 cures, 55 
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relatively cured, 10 recurrences, and 6 post-op- 
erative deaths. 

MacKenty uses local anesthesia until the 
larynx has been skeletonized, then he uses ether. 
Jackson prefers intra-tracheal ether anesthesia 
and urges as a strong argument in its favor the 
consequent blowing out of any septic particles 
or blood that may tend to enter the trachea and 
set up a pulmonary complication. Botey*?® 11° 
modifies Gluck’s technique and strongly urges 





required 200-300 millicuries for one hour, re- 
peated two or three times at intervals of three 
to seven days. The matter is summed up well 
by Quick and Johnson’*®, whose careful state- 
ment represents the average conservative opin- 
ion. They use radium emanations internally 
and screened radium externally. X-ray exter- 
nally is the second choice. The glass around the 
emanations screens the injurious alpha rays and 
lets through the useful beta and gamma rays. - 


dissecting the larynx out from above downwards | The glass never gives any trouble. The emana- 


in total extirpation. He arranges his skin su- 
ture so that it does not come immediately over 
the pharyngeal wound line. Goldthwaite’’ re- 
ports a case in which he did a complete laryn- 
gectomy, sutured the tracheal end to the skin, 
and inserted a primary skin graft over a tube 
in the site of the removed larynx. Later. the 
trachea was sutured to the end of this skin- 
grafted passage and a tracheotomy tube inserted 
which he hopes later to remove. A fairly natural 
speech was secured. This is somewhat the same 
idea as was suggested by one of the authors*'® 
before the American Laryngological Associa- 
tion in 1921. Crile’’® does the operation in two 
stages, first exposing the trachea and walling it 


off from the mediastinum and anchoring it with|to the treatment of laryngeal cancer. 





tions weaken approximately fifteen per cent. a 
day. Their results from 156 cases treated in the 
last five years lead them to the following con- 
clusions: While radium offers hope to a larger 
number of cancers of the larynx than the older 
methods, its use is experimental as yet. The evi- 
dence to date does not warrant radium as a sub- 
stitute for operation in primary operable can- 
cer of the larynx. The preoperative use of radi- 
um is recommended. In inoperable cases, ra- 
dium offers palliative relief in a large percent- 
age. Radium should be withheld in the very 
advanced eases. Sargnon,’*® from his fifteen 
years’ work with Professor Berard, writes of 


the changing opinion during this time in regard 
First 


adhesions gained by packing. He also walls off laryngectomy was preferred, then laryngo-fis- 


one vagus at this time. The larynx is removed 
in the second operation. In his operative work 
on thyroids, he has found that an enlarged 
thyroid, accompanied with paralysis of a vocal 
cord, generally warns him of the infiltrating 
work of a cancer. Plandé'*° makes an interest- 
ing comparison between the two methods for 
thyrotomy generally employed in Europe. He 
finds Moure’s method of thyrotomy without tra- 
cheotomy under local anesthesia a simpler and 
safer and more elegant method than that used 
by Thomson who, under local and general an- 
esthesia, sections the trachea at the same time 
that he opens the thyroid. Blair’?! gives the 
following pertinent points in the technique of 
laryngectomy: Tie all arteries carefully, but 
pack the wound. There is likely to be, later, 
sloughing with consequent hemorrhage other- 
wise. Leave at least one vagus, one phrenic, one 
jugular. Feed through the nose. 

Radium Therapy.—Radium therapy is ree- 
ommended for laryngeal cancer by many au- 
thors, in spite of the extensive cartilage slough- 
ing which its use may occasion, as noted by such 
authoritative writers as Greene of Boston and 
Moure of Bordeaux. Field'®* advises radiation 
two weeks before operation in order to gain lo- 
cal sclerosis. He and Forbes?” insert the needles 
accurately into the tumor mass by direct 
laryngoscopy and cross-fire with external radi- 
um in heavy doses. Freer'** prefers an appara- 
tus for holding the radium in site, which is at- 
tached by holder and clamp and head-band to 
the forehead of the patient. His average case 





sure with heavy doses of radium, then a lighten- 
ing of the dosage. Now they are beginning the 
use of deep radio-therapy alone, without opera- 
tion. Phahler’*? gains a more protracted action 
of the radium by inserting radium under ether 
through a small external skin incision down 
through the thyro-hyoid membrane. He inserts 
10 mg. needles, one centimeter apart, and leaves 
them in position 4-6 hours, repeating the pro- 
cedure six weeks later if the disease has not dis- 
appeared. He prefers to do a tracheotomy and 
apply x-ray to the part one week before the 
needle insertion. 

Martinez of Havana‘** used radium in 35 cases 
of the face with complete success, in 22 mouth 
cases with but one cure, and in 21 pharyngeal 
cases with two cures. All his laryngeal papil- 
lomata responded to radium, but it proved use- 
less in laryngeal epitheliomata. Greene’*® reports 
84 cases of cancer of the antrum where the best 
results were obtained by a radical removal of 
the tumors through a modified Moure incision, 
and then the insertion of the radium with the 
first packing. The dosage was 500-100 me. hrs., 
and steel jacketed tubes were preferred to 
emanations. The wound is left open for possible 
later radium treatment. 

Marschik'® says that the hyalin cartilage of 
the larynx is peculiarly sensitive to deep x-ray 
radiation, and that late forms of perichondritis 
from this cause are not infrequent. In such 
case, operative removal of the diseased cartilage 
is the best and quickest remedy. If operative 
interference is not resorted to he advises the use 
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‘lymphaties of the trachea. Carbon granules 
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of pyoktanin (methyl-viclet) in a two to four|ducts. A free anastomosis persists until the 


per cent. solution. He applies it with a brush 


every three or four days, but only until the in- 
fection is under eontrol. After that a continu- | 


ance delays the healing. 

Diathermy in Treatment of Cancer.—Diath- | 
ermy is now proposed as a rational method of 
treating cancer cf the throat. It is an electro- | 
coagulating process and is advocated by No- 
vak'*' because, the procedure is bloodless, because | 
it causes immediate loss of pain, because there is | 
no danger of metastasis. The sloughing is either 
in mass or fractional. The deep penetration of | 
the heat inhibits those eancer cells which may | 
be so remote as not to be destroyed by the coag- | 
ulent action. There is almost no edema, but he 
does a preliminary tracheotomy. He also ad- 
vises the supplementary use of radium. Syme'* 
reminds us that diathermy is not cautery. The | 
active pole is in the form of a button for small 
tumors and a blunt knife for large, which is 
plunged into the tissue. When the current is 
elcsed, great heat is generated which coagulates 
the tissues for some distance around the ter- 
minal. Inasmuch as coagulation takes place in 
the blood vessels, the process is bloodless for all | 
but the very large blood vessels. If these are | 
to be approached they should be ligated before | 
starting the operaticn. The blunt knife is in- | 
serted wide of the tumor and is worked around | 
and beneath it, undermining the growth. 

Reference may be made here to the paper by 
Fraser of Edinburgh'** on fourteen eases of in- | 
trinsic cancer of the larynx before the Ameri- 
ean Laryngological Association. The operative 
methods employed, and the type of case found 
suitable for each method, were quite similar to 
those of our leading authorities. Wherein he 
excelled was in his careful working-up of each 
ease. Of peculiar interest were the lantern-slide 
pictures of the pathological anatomy, showing 
the varying degrees of encroachment of the can- 
cer cells on the cords, and on the deeper struc- 
tures, and finally into the cartilage. 


| 


| 
| 
| 


TRACHEA AND BRONCHI 


Lymphatics of the Trachea.—An interesting 
piece of work by Strauss'** tells of the intimate 


were injected through the endoscope into dogs’ 
tracheas and studied post-mortem after varying 
periods. Drainage was found to be first in seg- 
ments, the lymph passing into the intra-tracheal | 
spaces. Then the drainage is backward (rarely 
forward) around each tracheal segment to the | 
posterior tracheal membrane. Here are vertical | 
collecting vessels which become more numerous | 
below and larger near the bifureation. The flow | 
is down excepting at the top of the trachea | 
where it is upwards. Thence the lymph enters | 
the cervical nodes and so into the lymphatie 





main channels are reached. 
Intra-tracheal injections are advocated by 
Mantchuk.'*® He uses them in tracheitis, ozena 


|of the trachea, tuberculosis, injury by poisonous 


gases, and affections of the bronchi. He finds it 
stops coughing, clears the infection, and betters 
the general condition; partially in some eases, 
completely in others. Olive oil or Swiss almond 
oil is used as a vehicle. Usually he adds gomenol 
in a 5-10 per cent. strength. Small injections 
are first employed. The average dose is 5-10 ¢.c¢.; 
as high as 20 ¢.c. may be given. Rodriguez? 
now uses this method exelusively in place of 
bronchoscopic lavage for asthma. He dissolves 
5 eg. of noveeaine in 40 e.e. of sterile normal 
saline solution, adding 5-10 drops of adrenalin. 
This he injects with a 4 ¢.c. syringe at 15-second 
intervals. The fluid is injected warm and, on 
inspiration, it descends into the small bronchi 
where the patient is conscious of its presence. 
Any exudate is thus washed from the lung and 
marked relief follows. He also uses adrenalin 
subeutaneously to combat the hypotonic state 
eaused by enervation of the sympathetic, and 
atropine to reduce the hypertonus of the vagus 
which causes bronchio-spasm. 
Granite-Workers—A notable piece of work 
has been done by Jarvis of Barre, Vt.,’** on ‘‘the 
upper respiratory tract in granite dust inhala- 
tion.’’ It is reported only in outline in the An- 


inals article, but represents the combination of 


the efforts of prominent tuberculosis experts, of 
roentgenologists, of statisticians, and of the 
granite-cutters’ union. Jarvis lives in the heart 
of this industry and was peculiarly fitted to 
earry on the brunt of the medical work. Each 
case was intimately studied as to his habits and 
mode of life, his diet, his antecedents, his na- 
tionality, his living and working conditions. 
The careful physical examination included a 
general and local study, accompanied by repeat- 
ed x-ray pictures of the chest. Tuberculosis 
experts from Saranac and Mt. McGregor 
checked up his chest and x-ray findings. This 
paper gives a brief outline of the work under- 
taken and of the conclusions drawn. In dusty 
trades the author finds that continued work 
creates a pulmonary adaptation to these irri- 
tants, as evidenced by an asensitive cornea and 
pharyngeal mucosa and tracheal membrane. 
When he is absent from work (as in the ease of 
a strike) this adaptation tends to leave, so that 
if he returns after a considerable absence he 
ean no longer work without coughing. After a 
congestive period, the adaptability returns if 
his absence from work was not too protracted. 
The congestion incident to periodic leaving and 
returning to work is the factor which the au- 
thor considers the underlying cause of tubercu- 
losis in granite-workers, and not the trade it- 


| self. They are more prone to pneumonia. Some 
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of the men had been at this trade fifty-nine 
years and showed no tubercular tendency. 
Strangely enough, mouth breathers bore the 
granite inhalations better than nasal breathers. 
He accounts for this by the swallowing or spit- 
ting up of the mouth-inhaled dust. The granite 
does not induce the occurrence of lymphoid tis- 
sue in the pharynx and of congestion and edema 
in the nose; but if such conditions already exist, 
such a type of worker has been proven by ex- 
perience to be a poor type for this industry, 
gaining an adaptability to the granite dust less 
easily and losing it more readily. Of practical 
importance to the bronchoscopist is the observa- 
tion that these eases would bear the passage of 
a bronchescope without anesthesia. 

Bronchial Function—Involuntary coughing 
is discussed by Jackson.'** The contact of the 
bronchoscope in any of the larger bronchi ex- 
cites a reflex cough. If the instrument remains 
quietly in place, a condition of tolerance soon 
obtains. A foreign body acts in the same way, 
(if not of vegetable matter), and coughing 
ceases after it has been in the bronchus for a 
little while. If it moves to a new position, the 
coughing is again temporarily established. No 
one place in the bronchus is more sensitive than 
another: there appear to be no bechic nerve-re- 
flex centers. The finer bronchi show less re- 
action. 

Bullowa and Gottlieb'*® experimented with dogs 
to discover the emptying properties of the bron- 
chi. Barium in oil was injected deep into the 
lesser bronchi through a bronchoscope. An x- 
ray showed that the lung had emptied itself of 
the barium in fifteen minutes. <A piece of rub- 
ber tubing was inserted. The bronchus forced 
this up and out in forty-five minutes. A col- 
lodion-coated capsule containing barium was 
ejected in thirteen minutes. Into the bronchi of 
one dog and at the same time were inserted bari- 
um, a piece of rubber tubing, a piece of sheet 
rubber, and a plug of soft rubber. All were 
out of the lung and had been swallowed down 
into the stomach inside of forty-five minutes. 
These experiments proved that a peristaltic ac- 
tion of the bronchial musculature functions in 
the emptying of the lung. By traumatizing the 
bronchi with an electrie cautery they were able 
to make a local fibrosis which stopped local 
bronchial muscle action. Only in this way could 
they cause retention of barium below that site. 
While this work shows the self-protecting func- 
tion of the bronchi, Cooper and Freed,'*° in sim- 
ilar experiments with rabbits, used chaulmoogra 
oil (10-33 per cent. in olive oil or liquid petrola- 
tum) introduced through a bronchoscope. In 
their series they obtained local inflammations, 
lung consolidations and abscesses; which leads 
them to warn against the free use of oil and 
barium and allied medications through the 
bronchoscope. 





Where threatened asphyxiation is due to 
some bronchial obstruction, Gluck'** recommends 
the establishment of a pulmonary fistula where 
intubation to a main bronchus is not enough. 
Paunz of Budapest’** reports three children 
where tubercular lymph glands ruptured into 
the respiratory tract. He was able to remove 
the sequestrum and secretions by bronchoscopy 
and gain a favorable result where usually a 
broncho-pneumonia would have been the un- 
fortunate termination. He found nineteen cases 
reported in the literature. Tubereular symp- 
toms, a tuberculin test, and the x-ray picture 
fix the diagnosis. Before rupture of the glands, 
one sees perorally an indentation of the bron- 
chial wall even to a narrow fissure. The mucous 
membrane is inflamed and the rings are not visi- 
ble. A yellow color may show through the wall. 
Rupture is likely to be at the right tracheo- 
bronchial angle or in the median wall of the 
right main bronchus. The x-ray picture shows 
an enlargement at the inter-bifurcation. The 
sequestra are yellowish-white and softer than 
foreign bodies, but are treated in the same way. 


Foreign Bodies in the Bronchi—Though not 
stating any new principle in the diagnosis of 
foreign bodies in the lungs, an article by 
Lynch,*** the inventor of suspension laryngos- 
copy, is so concrete in its recommendations, and 
so clear-cut and specific in its analysis, that it is 
quoted at length as representing in outline our 
present information in these cases. 

‘*When out of a clear sky there occur chok- 
ing cough, cyanosis, excessive secretion as indi- 
eated by palpable and audible fremitus or 
wheezing, and the secretion coughed out is blood- 
stained, then, even if no temperature follows 
and if the paroxysm is hardly repeated, this 
syndrome represents in an infant or child an in- 
vasion of the airway by a foreign body, and 
should demand an immediate bronchoscopy. An 
undiagnosed foreign body in the airway will, 
undoubtedly, later produce pneumonia of the 
septic type, and probably death. If the foreign 
body is small enough to enter the right or left 
main bronchus, is metallie or erystal, is smooth 
and stays fixed, all symptoms after the first 
paroxysm may subside, and the patient may 
look, feel and act well. If the main stem bron- 
chus is totally blocked, careful examination will 
show a marked diminution in the respiratory 
movement on the blocked side, an absence of 
voice sounds, a dull or flat percussion note and 
a few coarse rales about the fourth interspace 
2-214 inches from the middle line. Above this 
there is normal breathing, and over the un- 
blocked side rather increased breathing sounds 
are heard. As time goes on and moisture in- 
creases and cough begins, more rales are heard 
and the unblocked lung exhibits numerous coarse 
rales. If the corking is incomplete, as would 
occur with flat objects such as watermelon seeds, 
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buttons, pieces of tin and the like, breath sounds 


on the affected side do not differ from those on | 
the unaffected side; and if the object is metal-| 


lic, crystal or china and unobstructive, the symp- 


toms are practically nil for a long time, usually 


six months or more. 

‘*A roentgenogram should be taken in every 
case, with antero-posterior and also diagonal 
views, for even though the foreign body may 
cast no shadow, the picture will usually indicate 
the point of lodgement. If the right bronchus 
is securely blocked and secretion has invaded 
the left lung, the ray would show the latter quite 
cloudy, with the diseased side very clear be- 
cause of the partial emphysema 
lodgement of the body. Where the right lung 
begins to fill with secretion, the 
will show this as a triangular curtain lying be- 
low the level of the foreign body. In the ease 
of those materials which cast a shadow, the ob- 
ject will be seen. When tacks, collar buttons, 
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‘the bronchi. They use the prone position, hav- 
ing abandoned the upright method, and use local 
anesthesia except in infants. 

Treatment of Lung Abscess—In the treat- 
ment of lung abscesses Forbes'*® considers bron- 
choscopy as offering a safe and efficient method 
by which patients are not only greatly improved 
but many are finally cured. Cases where a for- 
eign body is the cause and has been removed, 
give the best results. Early recognition is im- 
portant. Under local anesthesia a No. 9 Jack- 
son tube is passed to the opening of the abscess 
cavity and the pus is evacuated by suction: The 
cavity is then irrigated with saline solution and 
| one to two drams of a 25 per cent. argyrol solu- 
tion is instilled. This is done every five to seven 
days at first and then at less frequent intervals; 
three to eleven treatments or more may be nec- 
essary. ‘The procedure is not a long one when 
|patient and operator become accustomed to it, 
the writer having taken as little as 314 minutes. 


screws, staples, pieces of tin and the like find | 


lodgement, the first symptom-group may 
passed, and the patient may remain in a quiescent 
state from two weeks to six months or more. 
As the foreign body attempts to work its way to 
the periphery, there will occur erosion of 
the mucous membrane even to the point of 
cartilage necrosis, perforation of the bron- 
chus, or formation of abscess; or the foreign 
body may become encysted in scar tissue. With 
the former there will be the symptom-group of 
a typical sepsis of mild type, with cough, ex- 
pectoration of mucus, usually becoming more 
profuse, more purulent and more offensive, fin- 
ally blood-tinged, and there may even be hemor- 
rhage. The sputum will show a typical purulent 
bacterial flora, with no tubercle bacilli, but 
with every other organism commonly found.”’ 

Jackson,'** dean of bronchoscopists, says that 
66 per cent. of all lung foreign bodies are found 
in children. Metal objects may remain long 
with comparatively little damage, but a peanut 
kernel will immediately set up a severe laryn- 
gitis, tracheitis and bronchitis. Foreign bodies 
in the lung are very rarely coughed up, and the 
patient should not be urged to make the at- 
tempt. His brief summary is:—one should sus- 
pect a foreign body in the lung if there is pres- 
ent an unexplained leucocytosis, localized symp- 
toms in one lung that do not clear under treat- 
ment. no tubercle bacilli, and a gradual failure 
in weight and strength. 

At the 1923 meeting of the American Bron- 
choscopie Society Ellen Patterson of Pittsburg 
referred to how frequently pyelitis is found in 
conjunction with foreign bodies in the bronchi. 

Moure,’*® with his associates, reviewed 319 
esophagoseopies and bronchosecopies made by 
them during the past 20 years. One-fifth of the 
series were for foreign bodies, in which 50 were 
in the esophagus, 13 in the trachea, and seven in 


be | 


THE ESOPHAGUS 


Cardiospasm.—Further researches into the 
}anatomy and pathology of cardiospasm are re- 
|ported by Mosher.’*” +48 The lower end of the 
|esophagus is constricted by the upper edge of 
|the liver, which not only passes in front of the 
|esophagus but even passes around to its left. 
This constriction is called the liver-tunnel. It 
is accentuated by pressure of the right crus 
lof the diaphragm along its right aspect and by 
the left crus along the left and posterior aspect. 
|These ecrura, together with the surrounding 
liver, make a funnel-shaped opening which the 
action of the diaphragm on deep inspiration 
tends to open wide. Under the fluoroscope, 
barium will run through this liver-tunnel with- 
out stoppage when the diaphragm is down 
under inspiration, while the barium tends to 
halt here when the diaphragm is up at expira- 
tion, making an area of an inch to an inch and a 
half between the lower end of the visible esoph- 
agus and the cardia of the stomach that is col- 
lapsed and shows no barium. This collapsed 
liver-tunnel often shows as a gap in the barium 
picture. By case reports and by cadaver dissec- 
tion the writer shows that cardiospasm may 
have some nervous origin, but that such does 
not as readily account for the start and contin- 
uation of symptoms as the presence of some 
pathological lesion about this subdiaphragmatic 
space,—the liver-tunnel. Disease of the omen- 
tum, adhesions from surrounding mediastinal 
glands, as in tuberculosis (which he found in 
three cadavers), traumatic or infectious or ul- 
cerative injury to the esophageal membrane, 
with sear contraction and subsequent halting of 
food at this point, are causes. A nervous failure 
to inspire at the proper time, and so securing a 
faulty timing of the esophageal peristaltic wave 
jin conjunction with the diaphragmatic muscular 
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opening, may upset the reflex are and cause the 
initial food halting at this point. Once the 
vicious cirele is established, the pressure of the 
liver accentuates it. Added to this there is pres- 
ent a tendency for the esophagus to kink 
here, especially when the diaphragm is up,— 
another factor in the production of cardiospasm. 
The importance of a careful fluoroscopic exami- 
nation to show the passage of the food through 
the liver-tunnel during varying positions of the 
diaphragm is emphasized. Further investiga- 
tion along these detailed lines promises to clear 
up many puzzling phases of this important and 


Jackson™® ealls attention to this same kink- 
ing, which he calls the diaphragm pinch-cock. 
It plays an important part, he thinks, in pre- 
venting regurgitation. If this pinch-cock does 
not open on swallowing we get a ‘“‘spasm”’ 
which he does not feel is of muscular origin but 
due to this kinking. The term ‘‘cardiospasm”’ 
seems unfortunate, and he suggested at the 1923 
meeting of the American Bronchoscopie Soci- 





ital occlusion of the esophagus are given by 
Muck.**! Autopsy showed the upper esophagus 
passing down to end in a blind pouch at the 
level of the bifurcation of the trachea. The 
lower esophagus came up to communicate with 
the trachea through a lateral slit 0.75 em. long. 


Relaxation of the Diaphragm.—Stark'™ tells 
of a rare condition called relaxation of the dia- 
phragm. It is usually unilateral and on the left 
side, and consists of an upward displacement 
without defect in the muscle. The symptoms are: 
one-sided chest pains, dyspepsia, dyspnea, chok- 
ing sensations and gastric hemorrhages. The 
condition is with difficulty differentiated from a 
diaphragmatic hernia, even with the help of an 
x-ray. Most think that it is a congenital anom- 
aly, some that it is due to a degeneration of the 
phrenic. The treatment is purely symptomatic, 
and the prognosis is good. The author’s case 
showed diaphragmatic relaxation on the left, 
the diaphragm mounting almost a _hand’s 
breadth higher on this side than on the right. 
The chest organs were pulled over to the right. 





ety the term ‘‘preventriculosis.’’ At this same | This latter pull was considered responsible for 
meeting Jackson reported the results of his|a right-sided laryngeal paralysis which was 
efforts in his State toward the proper labeling | present. This peculiar combination of left dia- 
of all lye products on the market. Cans of lye | phragmatie relaxation and right recurrent 
for washing purposes were formerly labeled as laryngeal paralysis affords the only case of its 
being harmless. The many children in his clinic | kind on record in so far as the author can dis- 
being treated for caustic burn of the esophagus, | cover. 
following the swallowing of lye, were a sad tes- Esophageal Cancer.—An interesting review 
timonial to the danger of this product. It was/of 1142 cases of cancer of the esophagus and a 
only after an aggressive campaign throughout | discussion as to its etiology is given by Guisez.'®8 
the State, conducted by the dissemination of in- The following is quoted from the Survey report. 
forming literature, the personal interviewing of | Of all the affections of the esophagus cancer is 
political leaders, the giving of stereopticon lec- | by far the most frequent. The diagnoses in all 
tures showing the harmful results from lye, that | cases composing these statistics were made with 
a law was enaeted compelling the labeling of | the aid of endoscopy, the diagnosis being easy 
lye products as poison. He urges that a similar|from the macroscopic characteristics of the 
effort be made in other States and that the med-| tumor; appearance of granulations, bleeding 
ical profession concern itself more actively with | readily, indurated base; verified in all doubtful 
informing the ignorant public of this danger. | cases by biopsy of a fragment removed with 
Two cases of esophageal stricture showing the | biting forceps. Since 1903, that is since their 
reflex nature of some of these cardiospasm cases | first esophagoscopic examinations, 1142 cases of 
are reported by McKinney.’*® Esophagoscopy | cancer of the esophagus have been diagnosed, 
in the first ease revealed no thickening nor ul-| which represents more than one-half of the total 
ceration of the eardiae end of the esophagus. | esophageal cases. For the past three and a half 
Autopsy showed small syphilitic gummata block- | years, of 440 cases examined, 216 were cancer of 
ing the pyloric end of the stomach. The second | the esophagus. As to sex, there were 186 men 
case gave the same negative picture through the | and 30 women. As to age, the greatest fre- 
esophagoscope. Dilatation gave relief for one | (uency was between 50 and 65 years. Anterior 
year but the symptoms then returned. A vaginal | esophagitis was the most frequent predisposing 
hysterectomy was then done and the cardio-| cause. This esophagitis is of two different forms 
spasm cleared permanently. When dilating an | as to origin: direct irritation of the esophagus 
esophageal stricture, Dean and Beck recommend | for a long time by aleohol, tobacco, spicy foods; 
the use of electrically heated bougies. The heat | or, more frequently, secondary to cardiospasm. 
softens the scar tissue and permits an easier | In a large number of the observations the his- 
dilatation and a more lasting result. Dean ad- | tory of esophageal spasm extended over a long 
voeates not letting the temperature of the bougie | period,—15 to 30 years,—but in a considerable 
go above 45° C., for more heat is likely to set} number a much shorter period of spasm existed, 
up considerable edema. sometimes only a few months. It is considered 
Congenital Occlusion—Two cases of congen-|that there is a precancerous spasmodic period 











































































ee 


mot ates et 


696 PROGRESS IN LARYNGOLOGY—MOSHER AND BERRY 


Boston M. & S. Journal 
November 8, 1923 





in the greater number of cases. Esophagitis is 
constant in all cases of esophageal dilatation 
with stenosis. This esophagitis presents all the 
degrees from inflammation, simply character- 
ized by redness of the mucosa, to thickening of 
the mucosa, which takes on a grayish color with 
irregular surface and bleeds easily at the least 
contact with the cotton carrier. Often there are 
little ulcerations on the surface, and even hyper- 
trophied tissue with granulations and abnormal 
vascularization. Plaques of leukoplakia may 
appear on this mucosa in process of inflamma- 
tion, revealing the first stage toward the can- 
cerous degeneration. In certain cases there may 
be seen through the esophagosecope, all around 
the epitheliomatous lesion, a sort of crown of 
leukoplastic plaques, extending more or less 
high in the esophagus. Especially in cancer of 
the upper end of the esophagus these plaques are 
coincident with lingual leukoplakia. Chronie 
esophagitis is, then, the origin of cancer of the 
esophagus, according to this author, and this 
esophagitis is often the consequence of an old 
conditi‘: of spasm which itself has given rise 
to an inflammatory stenosis. 

Peri-Esophageal Infections ——The removal of 
a foreign body from the esophagus or the dila- 
tation of a stricture is sometimes attended with 
local injury to the lining mucous membrane, 
especially when the foreign body has a sharp or 
tearing edge. Infection may pass through into 
the peri-esophageal tissues with resulting me- 
diastinitis and death. Minnigerode'** reminds 
us that by the time the clinical symptoms of 
such infection are evident enough to justify 
operative interference, it is too late. These 
cases are, however, usually attended with an 
early emphysema caused by the air escaping 
through the small laceration and spreading 
through the neighboring soft tissues. This em- 
physema can be detected by x-ray, When oper- 
ative injury to the esophageal mucous membrane 
cannot be excluded, he takes a skiagraph of the 
patient the next day. As soon as progressive 
peri-esophageal inflammation has been estab- 
lished by this method, he recommends an exter- 
nal neck operation which will secure drainage 
from beneath the deep fascia. This method 


-proved successful in a ease he reports. 


The junior author’®® reported a somewhat 
parallel case before the American Bronchoscopie 
Society in which the traumatism to the esoph- 
agus was caused by a piece of corset-steel which 
the patient rammed down her throat in a desper- 
ate attempt to dislodge a large piece of meat 
which had caught at the mouth of the esophagus 
and was choking her. This corset-steel made a 
false passage into the post-esophageal tissues. 
The above-described emphysema was an early 
symptom, appearing in the neck tissues. Then a 
retro-esophageal abscess developed in the region 
of the sternal notch, which he was able to find 





and drain perorally. An external operation was 
ecntemplated but abandoned on account of the 
already precarious condition of the patient. 
Death followed from a general septicemia. In 
discussion, Greene of Boston reported a sue- 
cessful termination in a similar case by an early 
external neck operation. Deane of lowa City 
recommended entering under the deep cervical 
fascia above, where such entrance can be readily 
gained, and then by blunt dissection, working 
down along the fascia to the abscess. The main 
difficulty might be to determine under just 
which fascia the abscess was located, as one deep 
layer passes down all the way between the esoph- 
agus and the spinal column. In most instances 
the infection sought would be anterior to this 
fascia layer, and this would be the space which 
should be entered above, and down which a 
finger dissection could be readily made. The 
phrenic nerve lies posterior and the recurrent 
laryngeal nerve anterior to this approach, and 
with reasonable care could not be injured. 

Glogau'®*® reports two similar cases which in- 
volved the neck only, but threatened to enter 
the mediastinum. One was in a one-month-old 
child. The abscess started in the floor of the 
vallecula and extended down the deep tissues of 
the neck. The second patient was an adult. 
The neck abscess began burrowing down along 
the carotid sheath. A prompt external incision 
and a packing off of the mediastinum resulted 
in complete recovery. Crile employs the same 
rinciple as a preliminary against a mediastinal 
infection when extirpating a laryngeal cancer, 
packing off the deep neck structures and so 
gaining protective adhesions before proceeding 
with the laryngectomy. Imperatori'*” reported 
an unusual complication following dilatation of 
a small laceration of the esophageal lining. The 
baby did pcsorly and oxygen had to be adminis- 
tered. This was given under some pressure, and 
the oxygen found its way through this small 
vent into the peri-esophageal tissues. Nor did 
it stop there, but ultimately worked its way to 
the subeutaneous tissues so that the baby was 
ballooned out. and bloated all over. By symp- 
tomatic treatment they were able to keep it alive 
until the oxygen had been absorbed, and a com- 
plete recovery was the happy result. Fear of 
such a complication has led to the rule on the 
part of the authors never to balloon the esoph- 
agus after dilating a stricture or after any in- 
strumentation which might create a_ vent 
through which air under pressure might find its 
way into the peri-esophageal tissues. 


HISTORY OF LARYNGOLOGY 


In the Semon Lecture of the University of 
London, delivered at the Royal Society of Medi- 
eine, our Canadian colleague, Birkett,’** did a 
most courteous act when discussing as his sub- 
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ject the pioneer work of laryngologists in the 
United States. ‘‘Both the origin of the specialty 
and the conception and development of its most 
important principles, have been the products of 
the splendid, speculative and inventive genius 
of our American colleagues.’? He who feels 
that this generation has made notable progress 
in Laryngology will find food for thought in the 
work of these pioneers, who accomplished so 
much with so little to build on. Only bare 
names and dates can be entered here. To Hor- 
ace Green, who worked in New York from 1836 
to 1866, he gives the title of ‘‘father of laryngol- 
ogy,’’ for he was the first to devote himself 
to diseases of the upper respiratory tract. 
Louis Elsberg, ealled by Cohen the most 
accomplished laryngologist in America, espe- 
cially emphasized the use of the laryn- 
goscopie mirror and did so much to make 
its use general. The first regular instruction in 
laryngology in America was given by him in 
1861 at the New York University, and he was 
instrumental in opening the first laryngological 
clinic in the world in 1863. In 1879 he became 
the first president of the American Laryngolog- 
ical Association. ‘‘A Practical Treatise on For- 
eign Bodies in the Air Passages,’’ by Samuel D. 
Gross of Philadelphia, was published in 1854. 
Gross it was who showed that the anatomical 
position of the septum at the bifurcation of 
the trachea was responsible for the more fre- 
quent invasion of the right bronchus by for- 
eign bodies. Following Gross came J. Solis 
Cohen of Philadelphia, whose elaborate and 
detailed writings did so much to establish 
laryngology in America. For years his treatise 
on diseases of the throat continued preéminent. 
In 1866 he first began the instruction of 
Laryngology at Philadelphia, and H. K. Oliver 
began his laryngological instructions at Har- 
vard in the same year. In 1861, George Catlin, 
a layman, published a treatise in which he tells 
of his life and observations among the Indians 
of North and South America, and ealls atten- 
tion to the benefits derived from nasal breathing 
taught to the nursing baby, as contrasted with 
the mouth-breathing cf so-ealled civilized chil- 
dren, with the consequent polypi, quinsy, 
asthma, irregularities of the teeth and diseases 
of the lungs. 

Of operative interest, we learn that Philip 
Syng Physik introduced the tonsillotome as long 
ago as 1828. In 1866 Cohen first employed the 
nasal spray; in 1877 he performed a total extir- 
pation of an adeno-careinoma of the larynx, at- 
taching the free end of the trachea to the skin; 
and two years later he removed a bony nasal 
obstruction with the help of a dental engine. In 
1845 Green removed a pedunculated tumor from 
the larynx. John Cheeseman tried to do this 
unsuccessfully, in the case of a child with papil- 
lomata of the vocal cords, as early as 1817. A 





laryngo-fissure with tracheotomy was done by 
Gordon Buck of New York in 1851, and 
Ephraim Cutter did the same without a trache- 
otomy in 1866. Both operations were for re- 
moval of intra-laryngeal tumors. In the field of 
nasal surgery we find such names as Asch, Wag- 
ner, Robinson, and Lefferts. It was Francke H. 
Bosworth who introduced the nasal saw in 1887, 
and John O. Roe began his outstanding work in 
the correction of external nasal deformities at 
about the same time. 

In the field of nerve reflexes W. H. Daly first 
demonstrated a connection between hay-fever 
and nasal disease in 1882. The next year Roe 
showed the correlation of the vasomotor and 
sympathetic nervous systems and their inter- 
relationship with hay-fever; and John N. Mac- 
Kenzie published his researches on sensitive 
nerve areas 14 years before Fleiss’ investiga- 
tions were known. In 1884 Carl Koller of New 
York reported his work in Vienna on the prop- 
erties of cocaine, and first recommended its use 
in the nose and throat. 

Bronchoscopy is a relatively recent field of 
endeavor, but as long ago as March 24, 1904, 
Fletcher Ingalls removed a foreign body by this 
method, and less than two months later (May 
12) A. Coolidge, Jr., of Boston successfully 
performed the same operation. Especial 
reference is made to the work of Joseph 
O’Dwyer. From the foundation of the New 
York Foundling Hospital in 1869 until the 
inception of O’Dwyer’s experiments in 1880, not 
a single case of tracheotomy for croup recovered, 
and it was this failure of tracheotomy as a rem- 
edy which prompted the long and tedious work 
culminating, five years later, in the production 
of an intubation tube which has stood the test 
of time, as being the best form of tube not only 
for the acute but for the chronic forms of laryn- 
geal stenosis. The reader is referred to his pres- 
idential address before the American Pediatrie 
Society (1896 Transactions) in order to gain an 
accurate appreciation of this work which Bir- 
kett calls the most epoch-making advance in 
laryngology. 

The conelusion is that amazing strides have 
been made in laryngology during the past 70 


years. ‘‘It was for the seekers of two genera- 


tions ago to blaze the trail, whilst the succeed- 
ing generations have put into practice and 
brought to the present state of development the 
great ideas which had been set forth.’’ 
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CASE 9451 


An Irish-American letter carrier of sixty-two 
was sent July 24, 1923, from the Consultation 
Clinie, where a huge abdominal tumor was 
found. His own complaint was pain in the left 
of the abdomen of seven weeks’ duration. 


F. H. Unimportant. 


P. H. He had scarlet fever in childhood. He 
had sometimes urinated once or twice at night 
as long as he could remember. He had some dys- 
uria and urgency, especially in winter. For 
twenty years he had had ‘‘sour stomach,’’ gas, 
and abdominal discomfort about four hours 
after breakfast, relieved by food. Less fre- 
quently this followed other meals. His best 
weight was 182 pounds ten years ago, his usual 
weight 155-160, his present weight 140. 


P. I. Seven months ago he had a severe at- 
tack of bronchitis. After this his usual diges- 
tive trouble seemed worse, his voice became 
husky and had remained so, and he felt that he 
was losing weight. Seven weeks ago, while 
working, he was seized with excruciating pain 
in the left abdomen, causing him to double up 
and stop working immediately. The left abdo- 
men was very tender, and he noticed a hard 


swelling there. He had diarrhea for twenty- | ! , 
there was little drainage after irrigation with 


four hours. Ever since that time he had had 
the same stabbing left-sided pain except when 
he was sitting. It was worse when he walked or 
stood, bad while lying in any position but on his 
back. As long as he sat he had none at all. 
Until three days ago the pain seemed to be grad- 
ually lessening, and the swelling became less 
pronounced on the left and more symmetrical. 
Three days ago while sitting down he was seized 
with very sharp pain extending from the mass 
in the abdomen up into the thorax. This lasted 
perhaps five minutes and stopped for a few min- 
utes after taking aspirin gr. x. Since that time 
it had decreased markedly. Since the onset his 
appetite had fallen off and he had lost at least 
twenty pounds and much strength, though he 
felt that he had regained some of this during 
the past two weeks. 


P. E. A poorly developed and nourished 
man neither ill nor in pain, with evidence of 
considerable recent loss of weight. Mucous 
membranes pale. Much crown work on teeth. 
| Pyorrhea. Enlarged cervical and inguinal 
glands. Lungs. Right back slightly duller than 
left. Breath sounds bronchial, voice sounds in- 
ereased. Apex impulse of the heart in the fifth 
space, midelavicular line. Percussion measure- 
ments not recorded. A soft systolic murmur at 
the apex. Abdomen. A huge mass extended 
from the left costal margin almost to Poupart’s, 
encroaching on the right lower quadrant. It was 
|tense and perfectly flat on percussion, with 
'sharply defined borders. There was no tender- 
| ness. It seemed as though a fluid wave was 
transmitted. 

Before operation 7. 98.1°-100°, P. 88-112, R. 
normal; amount of urine not recorded, sp. gr. 
1.015-1.016, no albumin, rare leucocytes at both 
of two examinations, many streptococci and 
staphylococci at the second, no sugar at seven 
examinations before and after operation; blood 
not recorded. Wassermann negative. Cystos- 
copy, July 26. Bladder capacity and bladder 








findings normal. Catheter introduced into each 


kidney pelvis. Normal flow of clear urine from 
each. One ¢.¢e. of phenolsulphonephthalein in- 
jected intravenously. The dye appeared from 
the right in four minutes, from the left in five 
minutes. Fourteen per cent. was obtained from 
each in twelve minutes. Microscopical examina- 
tion of specimens negative. Pyelogram. <A 
faint shadow was seen suggesting the outline of 
the left kidney. The injected pelvis was not 
definitely abnormal, although the calices were 
rather large and blunt. No shadows were seen 
suggestive of stone. 


July 29 operation was done. The patient was 
fairly comfortable next day. There was slight 
drainage, but the catheter tended to plug. Au- 
gust 1 there was no more drainage. The patient 
was comfortable except for hiccup. August 7 


Dakin’s solution. The wound was clean. August 
10 there was slight swelling and tenderness of 
the elbows and knees; otherwise he felt well. 
August 11 he was radiated. He suddenly devel- 
oped phlebitis of the left leg, with slight ten- 
derness, swelling and fever. August 14 he was 
worse, very uncomfortable, with slight temper- 
ature and considerable drainage. August 16 he 
was radiated again. The condition of the leg 
seemed more than a phlebitis. There was very 
soft edema as high up as the crest of the ilium, 
none in front, none on the right. August 19 
there was beginning edema of the other leg. He 
went steadily downhill. August 22 the catheter 
was removed. It plugged when replaced. The 
drainage saturated the dressings rapidly. There 
was much distention. August 23 he died. 
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DISCUSSION 
BY DR. RICHARD C,. CABOT 


NOTES ON THE RECORD 


We cannot very well connect those twenty | 


years’ symptoms with anything in the nature| 
of tumor of this size, I should suppose. 
As far as I can figure out the mechanies of it, 





he had something that was attached in front and 
high up. When he stood it would pull; when 
he lay it would pull. It is hard to see altogether | 
the distinction between standing and sitting, un- | 
less that the diaphragm is lower in standing. I! 
ean rarely figure out the mechanies of these rela- 
tions of pain to posture, and I am quite hazy 
about it here. 


NOTES ON THE PHYSICAL EXAMINATION 


Cystoscopy is negative so far as I see, as ev- 
erything else has been in reference to the kid- 
ney. Some of the largest tumors do spring from 
the kidney in men, but all the evidence we have 
is against that here. The red test showed an 
equal excretion from each side, showing that one | 
kidney is just as good as the other, both pre- 
sumably all right. 


DIFFERENTIAL DIAGNOSIS 


The age, the sex, the fact that so far as he 
knows the thing has not been coming on very 
long, that it does not seem to be connected with 
the kidney—those are the chief facts we have. 
It is not described in such a way as to make it 
clear whether or not it is connected with the 
spleen, but with the blood not examined they 
must have thought there was good evidence that 
it was not the spleen. It seems extraordinary, 
with any such mass, that there should not have 
been a blood examination. If there were a big 
spleen there probably would be enlargement of 
the liver as well, which is not noted, or enlarge- 
ment of the lymph glands, which also is not 
noted. What other organs have we from which 
this tumor could spring? Certainly not the 
stomach; no such huge tumors are associated 


large or small. The bladder is out of the pic- 
ture. It cannot be connected with any pelvie 
organ, or with the gastro-intestinal tract or the 
urinary tract, so far as I see. What have we 
left? The pancreas and those mysterious retro- 
peritoneal structures which we often cannot 
identify any more definitely than that. 

I say, then, this had to spring from some 
retroperitoneal organ or structure,—the pan- 
creas or something else. As to the pancreas, I 
have never heard of a pancreatic tumor of this 
size. We have cysts and tumors of the pancreas, 





but in my experience they are always small. We 


have nothing in the urine to suggest any inter- 
ference with the pancreatic function. That is 
not necessary, however. I am influenced chiefly 
by the size of it. I never knew a pancreatic 
tumor so big. 

Nothing is left except a tumor arising in retro- 
peritoneal structures somewhere or other. The 
record says, ‘‘It seemed as though a fluid wave 
was transmitted.’’ That, if true, would seem to 
imply a cyst, although they were not sure of it. 
I do not know from what such a cyst would start. 
| Yet I do not see how it can be as big as this un- 
less it is eystic. So I think it is eystie, although 
I do not know of what type. 

I have never seen anything that I remember 
quite like this. If we did not have so much nega- 
tive kidney evidence the kidney would certainly 
be our first supposition. But with all we have 
there I can say nothing more except retroperi- 
toneal, perhaps cyst. 

A Puysician: In hypernephroma don’t you 
sometimes get very little kidney sign? 

Dr. Casor: I should suppose a_hyper- 
nephroma of this size would have to distort the 
pelvis and the phthalein output. 

Dr. Youna: These x-rays are worth looking 
at. There is an injected pelvis which is not nor- 
mal but not grossly abnormal. It is not a tumor 
pelvis, not a hypernephroma pelvis. The calices 
are not distorted as we expect them to be. I 
should hate to call it a normal pelvis, though. 
If it were not that this looks like the outline of 
the kidney— 

Dr. CaBot: They committed themselves that 
it was not definitely abnormal, although, as 
they say, the calices are large and blunt. That 
is what Dr. Young feels. Dr. Merrill, we are in 
need of some advice about the pelvis of the kid- 
ney. We have an enormous tumor and we have 
a pyelogram which is now before us. The x-ray 
report says ‘‘not definitely abnormal.’’ 

Dr. Merritt: If I had known what was com- 
ing I might have brought one or two normal 
plates to demonstrate. Of course, the success 
of an examination of this kind depends a great 
deal upon the injection, and that in turn de- 
pends a great deal on the tolerance of the pa- 
tient to the mixture. Sometimes there is a great 
deal of pain which will not allow the pelvis to 
be filled. The kidney pelvis has a rather definite 
shadow, conventionally the pear shape with the 
branching into the ealices and the bottom of 
the ealices, when it is completely filled, showing 
normally cupping of the minor ealices and the 
absence of any unusual distention, which could 
only be illustrated by comparing it with the nor- 
mal. In this case we do not see all the pelvis of 
the kidney, and there is no evidence of disten- 
tion. It looks as though the whole pelvis and 
its branches were not completely filled. Whether 
that was due to the intolerance of the patient 
and the incomplete injection, or to some definite 
pathological condition preventing its filling, it is 
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difficult to tell from this plate. But we can see 
the branchings pretty deeply between the cal- 
ices, which is contrary to what we expect to see 
in hydronephrosis, for example, in which the 
pressure flattens the outlines of the calices, espe- 
cially after it has endured for some time. The 
bottom here is not filled quite enough for us to 
see whether the normal ecup-like shape of the 
minor ealices is there or not. I should say that 
if any there would be very little abnormality in 
the ealices. 

Dr. Casor: Can you see anything of the out- 
line of the kidney there? 

Dr. Merritt: I cannot make it out on this 
plate. In the second plate I cannot make out 
the kidney outline. There is a suggestion of it, 
but it is not positive enough to be sure. It takes 
very little motion to spoil these plates. One of 
the most important things in taking a radiogram 
of the kidneys is absolute quiescence of the pa- 
tient, because the kidney outline shows so little 
by contrast that a very little motion will blend 
the outline with the rest of the shadow so that 
we cannot see it. 

Dr. Casot: One of the things we have no ac- 
count of is whether this thing goes into the 
flank. In trying to feel an abdominal tumor and 
make out whether it is connected with the kid- 
ney, with the hands in the back and loin, we see 
if we can transmit a definite pulsation through 
from the front to the back. I think we could 
do better in diagnosis if we were told about that. 

Dr. Youne: I do not think it is kidney. I 
have never seen a tumor of this size with a nor- 
mal function. The only thing I can think of is 
a cyst of retroperitoneal origin, at his age. I 
think this is too large for the pancreas. 


DR. CABOT’S PRE-OPERATIVE DIAGNOSIS 


Retroperitoneal tumor (eyst?). 


PRE-OPERATIVE DIAGNOSIS 


Abdominal tumor. 


OPERATION 


Gas-ether. 40 em. midline incision made 
high. A tumor the size of a watermelon was 
encountered lying behind the peritoneum. The 
transverse colon ran across the tumor like a flat 
ribbon. Very large veins ran across it and 
through its substance. The spleen and kidneys 
were found quite distinct from the tumor, and 
it seemed too low for the pancreas. It was 
thought utterly impossible to remove it. A tro- 
car was inserted through a bloodless portion of 
the eyst and about a liter of dark bloody fluid 
withdrawn. A catheter was then inserted and 
sutured to the eyst and to the abdominal wall. 





FURTHER DISCUSSION 


Dr. Cazot: Their pre-operative diagnosis 
was a very safe one. 

Dr. RicHArD:ON: It smacks of honesty. 

Dr. Casot: In effect it is ‘‘something swollen 
in the abdomen.’’ After operation we do not 
seem to know much more than we did before. I 
do not see that we are shown wrong in any re- 
spect by the operation. 

There is nothing more to say except that he 
got septic in the joints, veins, finally perito- 
neum, and died. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma—retroperitoneal. 
Contributing cause—cardiace failure. 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Retroperitoneal eyst. 
Septicemia. 
Thrombosed inferior vena cava. 
General peritonitis. 
ANATOMICAL DIAGNOSIS 


1. Primary fatal lesion 


Spindle cell sarcoma of pancreas. 


% 


Secondary or terminal lesions 


Fibrinopurulent peritonitis. 
Thrombosis of inferior cava and left iliac and 
femoral veins. 


3. Historical landmarks 


Laparotomy wound. 

Small hepatoma. 

Slight chronie pleuritis. 

Obsolete tuberculosis of a bronchial lymph 
gland and apex of right lung. 

Chronic perihepatitis and perisplenitis. 

Sand-like concretions in pelves of kidneys and 
bladder. 


Dr. RicHarpson: This of course is an ex- 
traordinary case. 

We were not permitted to examine the head. 

The left leg and ankle were swollen and pit- 
ted, and there was slight swelling and pitting of 
the right leg and ankle. This condition was 
more marked on the left side. 

There was an old sear of the anterior abdom- 
inal wall, a sear about which the suture marks 
were still visible; and about the level of the um- 
bilieus there was an opening in the sear which 
led down into the abdominal cavity. The abdo- 
men was not distended; the wall yielded. The 
peritoneal cavity contained considerable opaque 
purulent material, and the intestines and peri- 
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toneum were coated with a fibrinopurulent 
scum,—a frank fibrinopurulent peritonitis. The 
appendix was negative, the gastro-intestinal 


tract out of the picture. There was no definite 
change in the mesenteric glands and no definite 
enlargement made out in the retroperitoneal 
glands. 

There was no fluid in the pleural cavities; a 
few old adhesions on each side. The bronchial 
glands were slightly enlarged, and one of them 
showed fibrocaleareous transformation. There 
was a patch of obsolete tuberculosis in the apex 
of the right lung; the left negative. There was 
nothing else in the lungs. 

The circulatory system was negative except 
that at the junction of the common iliae veins 
the vena cava showed frank thrombosis which 
extended down more particularly on the lefi 
and was the cause of the swelling of that ex- 
tremity. There was a slight extension into the 
right iliae veins, and that accounted for the 
swelling on that side. 

The liver weighed 1660 grams and was nega- 
tive except for one small tumor about the size 
of the end of a finger. This tumor so far as 
we could make out was a hepatoma. We find in 
livers now and then tumors which arise from the 
liver substance, called hepatomata or adenomata 
—what you will. Some of them probably go on 
to malignancy or are malignant from the first, 
as you may see fit to think of malignant growths. 
This tumor we think had nothing whatever to 
do with the tumor of the pancreas. 

The gall-bladder was negative. The common 
bile-duect was dilated up to 2 em. in cireumfer- 
ence. The hepatic and cystic ducts were nega- 
tive. Why the dilatation I do not see exactly. 
The duct at its lower end was about the usual 
size. 

In the situation of the pancreas was a mass 
24 em. long by 16 em. wide by 8 em. thick, which 
was simply a mass of new-growth-like tissue. 
boggy, with an opening in it, I presume where 
it was tapped. It was a flattened ovoid mass 
and of course was in close relation to the or- 
gans—the kidney, stomach, spleen, and pan- 
ereas—but although there was contiguity there 
was no continuity except with the pancreas. 
Microscopie examination showed this tumor to 
be a sarcoma. 

The spleen showed a few old adhesions but 
was otherwise negative. The kidneys were nega- 
tive except that the pelves contained a small 
amount of brownish sand-like material. Was 
that the injection? 

Dr. Youna: The injection is sodium bromide 
or sodium iodide. It ought not to leave that. 

Dr. Ricnarpson: The ureters were negative 
and the bladder negative except that it con- 
tained some brownish sand-like material. 

Dr. Casot: Was anything left of the pan- 
creas itself ? 

‘ Dr. RicuHarpson: In the region of the head 
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there was some pancreatic tissue still left. The 
duct of Wirsung came up into that all right, but 
disappeared along the surface of the tumor, 
The mucosa of the duct was negative. 

Dr. Youna: Would a eyst of that kind tend 
to contain any of the ferments of the pancreas, 
or would a growth like that destroy the pancreas 
as it progressed ? 

Dr. Ricuarpson: I don’t think there would 
be any ferments in the tumor tissue in this ease, 
The growth destroyed the pancreas as it pro- 
eressed. 

Dr. Canot: It is extraordinary that there 
should be no sugar in the urine although there 
is only a little bit of the pancreas left. It shows 
how little will do to carry on the function. 

Dr. Ricuarpson: It is a very extraordinary 
tumor. It was difficult macroscopically to be 
sure as to its relation with the other organs, and 
where it was associated with what remains of 
the pancreas it was difficult macroscopically and 
microscopically to show just where the invasion 
began. 

Dr. Casort: Was it more obviously cystic in 
life than it appears to be now? 

Dr. Ricuarpson: It was not so very obviously 
eystie at necropsy, but perhaps they had with- 
drawn what gave it something of that character. 

Dr. Cazor: Of course a liter of fluid must 
have come from somewhere. They drained it, I 
suppose. 

A Puysician: Isn’t it rather remarkable not 
to have any metastases? 

Dr. Ricnarpson: Yes. At first of course I 
thought that little tumor in the liver was one, 
but that had an entirely different structure. It 
was so different that you would at once see that 
it could not be a metastasis. 


—_—_—_—_-.3--———_—_ 
CASE 9452 


An American agent of forty entered through 
the Emergency Ward June 25, 1923, in so toxie 
a condition that he could give no history. The 
following history was obtained the next day 
from his wife. 


F. H. Not given, except that his wife’s only 
two pregnancies had ended in miscarriages. 

P. H. Negative. 

P. I. For four months the patient had looked 
worried and emaciated. June 19 he complained 
‘of pain in the right lower chest caused he said 
‘by an injury to the chest. He breathed rapidly, 
'with grunting expirations, and looked very ill, 
‘though he did not complain of malaise. The 
'following day he went to work, but was very 
‘soon forced to go home. He looked extremely 
ill, blue and cold, but would not go to bed. For 
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the four following days he remained at home, Orders. June 25. Individual precautions. Soft 
walking about the house, with rapid grunting solid diet. Force fluids. Chest swathe for pain 
respirations. He had pain in the right lower | in the right chest. Morphia gr. 1/10 s.c. p.r.n. 
chest, apparently high fever,—though his tem- | every three hours for restlessness or pain. Soap- 
perature was not taken,—slight headache, se-| suds enema. Alcohol sponge every three hours 
vere thirst, and moderate malaise, but no cough if favorable reaction and temperature 103° or 
or sputum. The night of June 23 he became over. Digitalis leaves gr. iss 2 id. for three 
so weak that he was foreed to go to bed. A phy-| days, then t.id. June 26. Morphia gr. 14 with 
sician strapped the right chest. The temper- hyoscin gr. 1/200 p.r.n. every three hours for 
ature the next morning was 104°. That night, | restlessness if respiration is above 20. Digi- 
June 24, bilateral tender swellings were noticed folin one ampule. 

on the forearms. During the next two days the 

temperature was over 103° on several observa- The day after admission the patient had a 
tions, and the patient had been mentally con-| period of excited delirium requiring morphia 
fused but otherwise in apparently the same con- and hyoscin to quiet him. After it the pulse 
dition. During the past week he had taken was rapid and very poor in quality. That day 
much fluid. the patient died. 


P. E. A slender, fairly well developed man 
of about forty lying on his right side, breathing 
rapidly with shallow expirations and a respira- | 
tory grunt, the nostrils dilating with each 
breath. Skin hot and dripping perspiration. 
Lips and fingers cyanotic. Sclerae slightly in-| 
jected. Tongue dry, heavy white coat. Mucoid 
secretion in oropharynx. Tonsillar fossae and We used to hear a great deal about ‘‘ walking 
pharynx diffusely reddened. Discrete cervical, typhoid.’’ Here is obviously a ‘walking pneu- 
axillary, inguinal, and single epitrochlear monia’’ in a man who would not give himself 
lymph nodes the size of a pea to the size of a any sort of show. 
bean. Chest expansion greater on the left. I suppose the physical examination will. tell 
Lung signs as shown in the diagram. Apex im- us more about the swellings on the arms. I have 
pulse of the heart in the fifth space. Sounds of no idea what they are. 


re Roughened inspiration with 
LAS 
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. > fine moist rales. Loud coarse 
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WAX vesicular breathing. Distant bronchial | \ be 
’ « 5 © y { 
p> pce, \\moist inspiratory rAles; coarse moist 
TaN wt /7~\ rfles irregularly with expiration. Voc 
\\ Wat / fremitus diminished, 


DISCUSSION 
BY DR. RICHARD C. CABOT 


NOTES ON THE HISTORY 














—— Occasional moist rales. 






breathing at margins. Distant fine 


poor quality. A soft systolic murmur at the; One would naturally say that this is pneu- 
apex. Abdomen distended and hypertympanitic. | ™onia, unless something more turns up in the 
Slight diffuse spasm and tenderness. Genitals. physical examination. 

Questionable penile scar. Extremities. Wide | 
diffuse areas of induration on the dorsum of the 
forearms, with tenderness and _ increased 


NOTES ON THE PHYSICAL EXAMINATION 





warmth. These swellings were divided into 
larger proximal areas and smaller more ele- 
vated and more reddened distal areas extending 
above the wrist joints. All of the soft tissues 


and even the ulnar edges of both arms were mod- | 


erately tender. Reflexes not recorded. 

T. 103°-104.8° by rectum. P. 130-149. R. 36- 
39. Urine. Amount not recorded. Sp. gr. 1.026. 
A slight trace of albumin. Sediment loaded 
with red blood corpuscles. Urine culture. Pro- 
fuse growth of staphylococcus. Blood. Hgb. 
80%.  Leucocytes 5,200-6,800. Polynuclears 
79%. Many very young forms. Red cells 
showed some anisocytosis and poikilocytosis. 


Vocal fremitus ought not to be diminished. 
Nevertheless from the lung signs this ean per- 
fectly well be a pneumonia, with very possibly 





some fluid in the chest. 

I do not know what these areas on the fore- 
arms are. I do not remember having seen ex- 
| actly that thing. We saw swellings like that in 
_the legs above the knee during the influenza epi- 
demic, and sometimes also in the rectus muscle. 
I suppose it is part of the same septic process 
that he has in his lung, but I do not remember 
having seen it in this position. The only thing 
| other than a septic process that I have ever seen 
| in this position is glanders. I do not believe it is 
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glanders. He would have more ‘‘farey-buds.’’ | 


We have no reason to suppose that he is in touch 
with horses or that he would have so much in 
his lungs and so little elsewhere if he had glan- 
ders, a chronic disease. So I should rule it out. 

The leucocytes are notably low. The blood 
condition is all due, presumably, to the process | 
he has in his lungs and not to his forearms. 

He was treated as one would treat any such | 
septic fever, and died the day after admission. | 


DIFFERENTIAL DIAGNOSIS 


I think he died of pneumonia with very pos- 
sibly empyema and foci of sepsis in the forearm. 
These foci of sepsis make us wonder whether | 
this is one of the not at all rare cases with acute 
endocarditis associated with pneumonia, though | 
in the cases I have seen there have not been em- 
bolic symptoms. I have not seen emboli coming 
from a pneumonie endocarditis. So on the) 
whole my impression is against acute endo- | 
carditis as a source of these lesions on the fore- | 
arm. 

Aside from his pneumonia I do not see any | 
evidence of disease. I do not see any reason to 
suspect his kidneys or his heart or any other | 
organ. 

Dr. Youna: Do you think it is a pneumococ- | 
cus process? | 

Dr. Casot: The finding of the staphylococcus | 
in the urine and the lesions on the forearm | 
would incline us to think of something else. | 

Dr. Youna: Don’t you think a ‘‘profuse 
growth’’ is important? | 

Dr. Casot: I don’t know much about} 
urinary cultures; I have not seen enough of | 
them. 

Dr. Youne: I don’t think there is enough | 
known about them. But it is definitely known | 
that in staphylococeus infections apparently the | 
same organism can be obtained from the urine | 
as from the lesions. | 

Dr. Cazor: In a case like this we ought to) 
eonsider the possibility of tuberculosis. The| 
signs are almost wholly unilateral; they are not | 
at the apices; and he died too soon unless it is 
of the miliary type. I think Dr. Young’s sug- 
gestion is a good one. 

A Puysician: Wouldn’t you think it would | 
conform more to the type of influenza pneu-| 
monia ? | 

Dr. Casor: No, I should not. I don’t think | 
we have a very clean cut picture of influenza | 
_ pneumonia, but the thing that has struck me| 
in it is the amount of blood everywhere, nose 
bleed, bloody sputum, blood in the trachea and 
in the lungs post mortem. Nothing is said 
about that here. 

A Puysician: Is his low white count on ac- 
count of his low resistance? 

Dr. Casot: Yes. We always hate to see a low 
white count in pneumonia. It is a bad prog- 





'where else. 
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nosis, but does not in any way exclude pneu- 
monia. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 

Lobar pneumonia. 
DR. RICHARD C. CABOT’S DIAGNOSIS 
Pneumonia. 
EKmpyema? 
Cellulitis of forearms. 
ANATOMICAL DIAGNOSIS 

1. Primary Fatal Lesion 
Staphylococeus septicemia. 

2. Secondary or Terminal Lesions 
Fibrinopurulent pleuritis, double. 
Acute pericarditis. 

Abscesses of the lungs. 
Cellulitis of the forearms. 


Acute cystitis. 


Dr. RicuHarpson: The forearm showed the 


‘condition that Dr. Cabot has spoken about,— 


eellulitis. 

There was no fluid in the peritoneal cavity. 
The appendix was negative. The esophagus 
and gastro-intestinal tract showed nothing for 
record. The intestines are mentioned as show: 
ing some areas of reddening. In these sepsis 
cases not infrequently we find hemorrhagic 
areas in the mucosa of the stornach and intes 


‘tine, and they may go on from simple areas of 


hemorrhage to areas of necrosis. In one ease of 
staphylococeus infection which I remember very 


'well there were small abseesses in the mucosa of 


the intestine the same as in the lungs or any- 
They may perforate before death 
or about the time of death. 

Thirty e.c. of thin purulent fluid was found in 
the right, and fifteen c.c. in the left pleural cav- 
ity,—that is, a purulent pleuritis. The lungs 


'showed no definite pneumonia, that is lobar 


pneumonia; but showed scattered through them 
smaller and larger areas that were frank enough 
abscesses. 

In the pericardium we found purulent fluid 
material, with reddening and fibrinous roughen- 
ing of the surfaces of the pericardium,—acute 
pericarditis. The heart weighed 280 grams, the 
valves and cavities frankly negative. The aorta 
and great branches, the pulmonary artery, por- 
tal veins and radicles out of the picture. There 
was nothing in the liver or gall-bladder; the 
bile-ducts and pancreas were negative and the 
duct of Wirsung free. We usually find enlarged 
soft spleens in sepsis. In this case the spleen 
was small and a little soft. 
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The kidneys weighed 300 grams and were 
frankly negative macroscopically and micro- 
scopically. In the bladder just above the 
trigonum there was a definite patch of hemor- 
rhagie cystitis, and I presume that was the 
source of the blood in the urine. The prostate, 
seminal vesicles and testes were negative. 

Dr. Canot: Were there any abscesses in the 
kidneys? 

Dr. Ricuarpson: No. We obtained a profuse 
growth of the staphylococcus from the heart 
blood. , 

Dr. Casot: Would you hazard a guess as to 
where the process entered or started? 

Dr. Ricuarpson: I always do, and I think 
you take the other one. It is quite difficult in 
this ease to know whether to think of his arms 
first, or whether to think, as some do, that these 
processes come by the genitourinary tract or by 
other roads. He has a eystitis. I think on the 
whole his arms came first. 

Dr. Casot: It is not a clear case for any one 
place. The lungs certainly were secondary? 

Dr. RicuarpsoN: One would think so. The 
whole thing inside looks secondary. 

Dr. Cazor: It is interesting that apparently 
he did not say a word about his arms. He was 
complaining about his chest. 

Dr. RicwarpDson: Against the arms as a 
starting point, of course, is the fact that the 
cellulitis seemed to be deeply seated. 

Dr. Youna: I do not believe it started in the 
bladder. I think the absorption from the 
urinary bladder is very slight. 

Dr. Carnot: In general this organism starts 
in the skin or subeutaneous tissue as often as 
anywhere ? 

Dr. Ricwarpson: Yes. 

A Puysictian: The symptoms in his arms are 
not referred to until five days after his pulmon- 
ary symptoms. 

Dr. CABoT: 
good deal. 

Therapeutically we do not know anything to 
do for these things. People recover from slight- 
er degrees of staphylococcus sepsis, boils, car- 
buneles, which represent this infection in slight- 
er form. The point that chiefly interests me is 
whether we ought to have followed up our urine 
cultures harder, so that we ought to have said 
at once, this is staphylococcus sepsis. 

Dr. Youne: I think there is enough in it so 
that we should follow it up. Apparently the 
staphylococeus does come through in a fair pro- 
portion of cases at least, if not in a large pro- 
portion. Whether that would be of value I 
don’t know. 

A Puysician: Can you tell me how often 
eases of staphylococeus septicemia recover ? 

Dr. Casor: No. I was not speaking just now 
of staphylococcus septicemias but of staphylococ- 
cus infections of the body. I should suppose that 
almost all ecarbuncles are staphylococcus. Of 


Yes, that sticks in my crop a 





course we know that many of them recover. My 
guess is that there are a good many staphylococ- 
cus processes in the kidney with recovery. 

Dr. Youne: Yes, I know there are. The so- 
ealled coceus kidney, which is a hematogenous 
infection, is seen not infrequently, and the great 
majority get well. 

Dr. Casor: And often without operation. 
Whether we should call that septicemia or not I 
don’t know. In the carbuncle, for instance, I 
think it is in the blood before it is in the neck. 
So I suppose with the kidney, it is always start- 
ed in the blood. But if a septicemia is meant 
which is proved during life by a culture, I never 
knew a case that lived. 

A House Orricern: We had a ease a few 
weeks ago in the wards where we recovered the 
staphylococcus from the blood. It started with 
an abscess in his neck; he developed a pneu- 
monia and an abscess in his foot, and we recov- 
ered the staphylococcus from his blood about 
four times. 

Dr. CasoT: That was quite like this, a lung 
infection and then a skin infection. Was this 
a yellow staphylococcus ? 

Dr. RicHarpson: Yes. We presume it is 
yellow unless it is otherwise stated. 

Dr. Carnot: I suppose it often depends on 
how long the culture is kept whether it is called 
yellow or not. 


——-~e@ 


CASE 9453 


An American of seventy-three, formerly a 
deep-sea fisherman, was sent from the Out- 
Patient Department August 22, 1923, complain- 
ing of pain in the epigastrium of eight years’ 
duration. 


F. H. His mother died of tuberculosis, one 
brother of ‘‘stone cutters’ consumption.’’ An- 
other brother was now ill, possibly with the 
same disease. sai 


Habits. Good. 

P. H. He was strong, healthy and active un- 
til the beginning of his gastric trouble eight 
years ago. Since the onset of this illness he had 
had dyspnea on exertion, and an occasional 
attack of sharp precordial pain localized in an 
area about the size of the end of a lead pencil 
just below the left nipple. Five years ago he 
had an attack of urgency and frequency, 
D every half hour. Recently the stream had 
N 7-9 
lessened in caliber and force. 


P. I. For eight years he had had attacks sim- 
ilar to the present one, occurring every three or 





four months and lasting five or six weeks. Be- 
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tween the attacks he had felt well. Since the|seen to pass through it with some difficulty, 


beginning of this trouble his bowels had been | 
very constipated. | 

Six weeks before admission he began to have | 
epigastric pain, occurring half an hour to an| 
hour after eating, partially relieved by food and | 
sometimes by soda. The pain was constant, dull | 
most of the time, and often kept him awake at | 
night. Sometimes it was sharp and knife-like | 
and radiated to both shoulders. He was nau-| 
seated and vomited four or five times a day, vom- | 
iting almost everything he ate. Two weeks ago | 
and again the day before admission he vomited 
coffee ground material. Since the beginning of | 
this attack he had lost about thirty pounds and | 
considerable strength. He had eaten very little. | 
His bowels had not moved for days. He was | 
troubled with belching of gas. The present at- | 
tack was much severer than any previous attack. 

Records of the Out-Patient Department May | 
21, 1915. showed a history of the first attack, | 
then of four months’ duration,—gradual onset | 
of gastric distress and sharp epigastric pain an | 
hour and a half after eating, relieved by food | 
or vomiting. He had much gas and occasional | 
vomiting of food recently eaten. He had lost| 
1314 pounds. Examination showed spasm of | 
the right upper rectus. May 27, 1915, the fast-| 
ing contents of the stomach showed free HCl, | 
guaiae negative; test meal, a few blood clots, | 
free HCl 0.31%, total acid 04%. June 8, 1915, | 
he was weaker, knee-jerks increased, Romberg 
positive. 


| 
| 

P. E. Evidence of loss of weight. Teeth poor. | 
Moderate pyorrhea. Lungs normal. Apex im-| 
pulse of the heart felt in the fifth space. Meas- | 
urements not recorded. <A, accentuated. Soft} 
blowing systolic murmur at the apex. Radials 
slightly palpable. B.P. 180/88. Abdon:en. 
Definite rigidity and spasm in the right upper | 
quadrant, tenderness on light pressure over the | 









Tenderness 
and spaen } 


Tonderneses 


“ 


right upper quadrant and down the midline as 
far as the level of the umbilicus. No definite 
masses felt, although there was a suggestion of a 
mass in the region of the muscle spasm. (See 
diagram.) Genitals, extremities, pupils, and re- 
flexes normal. 

Before operation chart not remarkable, wrine 
cloudy and alkaline at the single examination, 
otherwise negative, blood not recorded, Wasser- 
mann negative. X-ray. Stomach empty in nor- 





mal time. Peristalsis active, suggesting irrita- 
tion. No irregularity of gastric outline noted. 


Sphincter questionable in its regularity. Barium | 


First portion of duodenum constantly irregular 
in filling. Tenderness in this region. Remain- 
der of tract not remarkable. 


August 25 operation was done. Next day the 
general condition was good, but the patient vom- 
ited and continued to vomit during the next two 
days. August 28 the temperature rose to 102.2°, 
the pulse to 136, the respirations to 32. There 
was purulent sputum, and rales were heard. The 
patient became worse, grew dyspneic and ey- 
anotic; the lungs filled with rales. September 1 
he died. 


DISCUSSION 
BY DR. HUGH CABOT 


The description of this man’s present illness 
seems to coincide rather strikingly with the only 
suggestive fact in his previous history: namely, 
the dyspnea on exertion and the precordial pain. 
These attacks are certainly suggestive of an- 
gina pectoris, and would lead one to suspect a 
fairly high degree of arteriosclerosis. The at- 
tacks of epigastric pain which have character- 
ized his present illness are quite clearly different 
from his precordial pain and dyspnea on exer- 
tion. We have a pretty satisfactory account of 
his first attack in 1915 owing to the description 
of their findings in the Out-Patient Department. 
This attack, though not typical, is strongly sug- 


| gestive of duodenal ulcer, though the examina- 


tion made at that time is insufficient for a diag- 
nosis. It is not easy to account for his other 
symptoms, namely increased knee-jerks and 
positive Romberg, except upon the assumption 
of arteriosclerotic changes in the nervous sys- 
tem. 

It is on the whole a little surprising that he 
has eontinued to live as long as he has if one 
takes their description of his condition in 1915 
at its face value. Clearly if he has had attacks 


|of this kind every three or four months they 
|must have been of fairly short duration and he 


must have picked up very considerably between 
times. It is noticeable that the history of the 
present attack is slightly different from the first 
one in that the pain is constant and but par- 
tially relieved either by food or by soda. 

The physical examination suggests arterio- 
sclerosis, though we have no positive evidence of 
hypertrophy and dilatation of the heart. His 
blood pressure is definitely above normal, and 
though we have no positive evidence of a lesion 
of the kidney, it is not improbable that he has 
some degree of arteriosclerotic nephritis. We 
shall I think be justified in assuming that he 
has a lesion of the stomach or duodenum, and 
that this accounts for the symptoms of his pres- 
ent attack. It is also fairly clear that the lesion 
from which he is now suffering must be the same 
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from which he has suffered for eight years, and 
we are therefore at liberty to exclude cancer 
as a primary lesion, though we must consider it 
as a possibility as secondary to chronic ulcer. — 

The x-ray examination seems to be positive 
as to a lesion of the duodenum quite typical of a 
chronic uleer. Their description of the pyloric 
sphincter raises the question of whether or not 
he might perhaps have a lesion both of the duo- 
denum and of the stomach. This is of course 
unlikely, and we are probably safe in excluding 
it. 

In this region we are pretty safe in excluding 
malignant disease secondary to ulcer, and I 
therefore cannot avoid the diagnosis of chronic 
ducdenal ulcer. 

In regard to treatment, this is not the sort of 
lesion likely to be benefited by dietetic meas- 
ures, since it is clearly a chronic ulcer of the 
indurated type. In a younger man one would 
not hesitate to advise operation and to give a 
favorable prognosis. In this ease one might 
properly hesitate to advise operation, but sim- 
ply on the ground that his age and probable 
arteriosclerosis make him a poor risk, and that 
he might live longer in reasonable comfort on a 
carefully adjusted diet. I think I should have 
been willing to advise operation if he clearly 
understood the risk, but should certainly not 
have urged it, and should not have quarreled 
with anyone who believed a careful trial of 
dietetic measures was desirable. 

In regard to the methods which might mini- 
mize the risks of operation: It is quite clear 
that prolonged general anesthesia, particularly 
with ether, would greatly increase the risk. 
Spinal anesthesia for operations at this level 
and at his age appears to me distinctly too dan- 
gerous to be risked. My own choice in such 
eases has been local anesthesia by infiltration 
and then a short general anesthesia with gas and 
oxygen if the lesion proved unmanageable under 
local. In a number of eases it has been possible 
to carry out the whole operation under local an- 
esthesia in a perfectly satisfactory way. 


DR. CABOT’S PRE-OPERATIVE DIAGNOSIS 


Chronie duodenal ulcer. 
Arteriosclerosis. 


PRE-OPERATIVE DIAGNOSIS 
Duodenal ulcer. 
OPERATION 


Twenty em. right rectus incision. Prior to 
the operation the needle was introduced beneath 
the twelfth on either side along the body of the 
first lumbar vertebra and just in front of it. 
When the needle was entered about 9 em. 20 c.c. 
of 1% procain was injected. The direction of 
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the needle was then changed to slightly down- 
ward and another 25 e¢.c. was injected. This 
procedure was repeated on each side. The skin 
and subcutaneous tissues were infiltrated with 
novocain locally but rather scantily in the usual 
manner. The peritoneum was opened without 
incident and without causing pain to the pa- 
tient. Exploration revealed an ulcer in an in- 
durated area in the first portion of the duo- 
denum. The omentum was adherent apparently 
to an old appendix. The gall-bladder was nega- 
tive. The jejunum was mobilized and a loop 
measured off. A hole was made through the 
mesocolon and the edges of it sutured to the 
stomach with silk. A segment of jejunum and 
one of stomach were each picked up and 
clamped with intestinal clamps. The patient 
was then redraped and ordinary gastro-enteros- 
tomy was done. The patient complained of dis- 
comfort when traction was made on the mesen- 
tery. The parietal peritoneum seemed to be al- 
most anesthetic. Snaps were placed upon it 
without pain, but it was closed with difficulty 
owing to the patient’s straining. The patient 
did not appear to be uncomfortable and made 
no complaint at the close of the operation. 

Surgeon’s Notes.—In the first portion of the 
duodenum extending from the pylorus down- 
ward for one inch there was marked thinning 
and narrowing of the duodenum. No further ex- 
ploration was made. The only unusual fact was 
that the omentum was adherent in the lower 
right quadrant, making it difficult to turn the 
stomach upward. The omentum was tied and 
eut to relieve the tension. 


FURTHER DISCUSSION 


The block anesthesia which they elected to use 
seems to have worked pretty satisfactorily, and 
the difficulty which they had in closing the 
wound is not more than is commonly experi- 
enced under local anesthesia supplemented by 
gas and oxygen. The evidence that the lesion 
was in fact a chronic uleer of the duodenum 
seemed satisfactory and the indication for a 
gastro-enterostomy clear. I think they were 
well advised in this case not to make any attack 
upon the ulcer. 

The history after operation strongly suggests 
that his death was due to a respiratory infee- 
tion such as is not uncommon in these patients. 
Whether the process was a purulent bronchitis 
or actually went on to a bronchopneumonia can- 
not be decided on the evidence. I see no reason 
for assuming that there was any important in- 
fection below the diaphragm. 

Necropsy should show arteriosclerosis, ulcer 
of the duodenum, hypertrophy, and dilatation 
of the heart, probably definite coronary sclero- 
sis with areas of myocardial degeneration, pos- 
sibly arteriosclerotic nephritis, purulent bron- 
chitis, possibly bronchopneumonia. 
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| 
CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 


Duodenal ulcer. 
yeration, posterior gastro-enterostomy. 
O}; - g 


| The 
'solidation and the tissue was pale reddish, 
;spongy, and yielded a large amount of thin, 


DR. HUGH CABOT’S DIAGNOSIS 


Uleer of duodenum, 

Arteriosclerosis. 

Hypertrophy and dilatation of the heart. | 

Probably definite coronary sclerosis with areas | 
of myocarditis and degeneration. 

Probably arteriosclerotie nephritis. 

Purulent bronchitis. 

Possibly bronchopneumonia. 


ANATOMICAL DIAGNOSIS 


Primary Fatal Lesion. 


Uleer of the duodenum. 


Secondary or Terminal Lesions 


Gastro-enterostomy. 

Focal pneumcnia of the lower lobes of the | 
lungs. 

Fibrinopurulent pleuritis. 

Acute degeneration of the myocardium. 

Soft spleen. 

Arteriosclerosis. 

Arteriosclerotic degeneration of the kidneys. 

Hypertrophy and dilatation of the heart. 

‘Edema of the lungs. 

Dr. RicuarpDsonN: We were not permitted to 

examine the head. 

In the anterior abdominal wall there was a 
linear operation wound 16 em. long closed with 
sutures. The peritoneal cavity, appendix, and 
esophagus were negative. Between the stomach 
and the first portion of the jejunum an anasto- 
mosis was established by the posterior route. 
This was patent and in good condition. The 
mucosa of the stomach generally was rather flat 
but otherwise negative. The pyloric ridge 
formed the upper margin of a loss of substance 
in the posterior wall of the duodenum 114 em. 
by 12 mm. The margins of the ulcer were, 
rounded and descended rather abruptly to a} 
smocth grayish intact base resting over the 
head of the pancreas and extending slightly into 
the postero-lateral wall of the duodenum to the | 
right. From the peritoneal aspect of this latter ' 





situation old adhesions extended to and — 


the lesser omentum. The small intestine else- 


where was negative. 


were two very small papillomata. 
otherwise was negative. 


REVIEWS 


The large intestine showed | 
several small intact diverticula in the sigmoid | of the lesions found therein. 


region, and in the region of the rectum there | 
The intestine | Scopes, and gives many helpful suggestions for 
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In each pleural cavity there was a small 


‘amount of fibrinopurulent semi-fiuid material, 
‘There were no pleural adhesions. 


The lungs in the apical regions were negative, 
upper lobes showed no areas of con- 


dirty, reddish, frothy fluid. The tissue of 


the lower lobes was dark red, and spongy to a 
little leathery. 


In each lower lobe about mid- 
way there were several smaller and larger foci 
of pneumonia, some of which rested just be- 


|neath the pleura, which was coated with a thin 


layer of fibrinopurulent material. 

The heart weighed 400 grams, slightly en- 
larged. ‘The myocardium generally was brown 
red and lax to a little soft. The cavities were 
slightly dilated. The valves were negative. The 
coronaries were free but showed a slight to mod- 
erate amount of arteriosclerosis, with no definite 
diminution of their lumina. The aorta and 


‘great branches showed marked fibrous and fibro- 


ealeareous sclerosis, and were rather capacious. 

The spleen was rather small and the tissue 
somewhat soft. 

The combined weight of the kidneys was 213 
grams, rather small. The capsules stripped and 
left pale brown red surfaces, which were rather 
thickly studded with small areas of depression. 
The tissue showed a slight increase of consist- 
ence, and the cut ends of the vessels were rather 
prominent. The markings were made out. The 
cortex measured 3-5 mm. The whole picture 
was that of arteriosclerotic degeneration of the 
kidneys, not of sufficient extent to be called 
arteriosclerotie nephritis. 


NOTE BY DR. CABOT 


The necropsy findings coincide closely with 
what one would have expected. The statement 
that the appendix is normal is a little hard to 
reconcile with the adhesions which they describe. 





Book Reviews 


and the Urethroscope. By 
F. Carminow Dosis, M.R.C.S., L.R.C.P. 
(Lond.). London: Henry Frowde and Hod- 
der & Stoughton. Pp. 120. 


The Urethra 


This treatise on urethroscopy covers very 
thoroughly the practical side of the inspection 
of the urethra and the intra-urethral treatment 
The author de- 
seribes in detail the leading types of urethro- 


their manipulation. It is evident that he is 


‘The mesenteric and retroperitoneal glands| thoroughly conversant with the procedures 


were negative. 


which he describes. Naturally, the book tends to 
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overemphasize the value of endoscopy. Mr. 
Doble does admit, however, that many of the 
maneuvers described are to be employed only 
after dilatation and lavage have failed. For the 
man who would learn the technic of the urol- 
ogist, this book would have considerable value. 


The Dominant Ser: A Study in The Sociology 
of Sex Differentiation. By Matuimpre and 
MarniAs VAERTING. Translated from the Ger- 
man by Eden and Cedar Paul. 289 pages. 
Geo. H. Doran Company, New York. 


The authors hold original and interesting 
views as to the relationship of the sexes; these 
views they attempt to substantiate in this book. 
The characteristic differences between man and 
woman, psychological and to some extent even 
physical, are not inherent, but are the result of 
the dominance of man and the subordination of 
woman. 

The Vaertings have ascertained from vari- 
ous sources as much as possible about the con- 
ditions when woman was dominant. The great- 
er part of this information was derived from de- 
scriptions of life among the ancient Egyptians 
and the Kamehadales (natives of Kamchatka). 
In these Women-States, the positions of men 
and women were reversed in regard to sexual 
ethies, property rights, division of labor, the 
position of children, the sexual ideal of beauty, 


and the love of adornment. Even the physique! 


of women was superior to that of men when 
women were dominant. Under these conditions, 
most of the qualities which we now consider es- 
sentially feminine were possessed by the men, 
while masculine properties, such as physical 
courage and hardihood, belonged to the women. 
Little is known about this state of affairs be- 
eause historians, with the ‘‘Men’s-State ide- 
ology,’’ have consistently perverted the truth 
in regard to woman’s dominance, and have re- 
fused to admit that such conditions could have 
existed. 

Man’s dominance, however, has begun to 
wane; the pendulum is bearing woman into a 
position of equality and perhaps of superiority. 
‘‘But today our knowledge is sufficiently ad- 
vanced to encourage us in the attempt to nullify 
what has hitherto been the law of social evolu- 
tion. Should it prove possible to do this, then 
there will open for mankind a future better 
and happier than the past has been—the future 
of permanent sex equality’’ (p. 268). 

With true Teutonic thoroughness, the authors 
must have thumbed over thousands of pages of 
‘original sourees,’’ for their references are 
many and various. It is not unnatural that 
now and then their conclusions are so naive as 
to be amusing. For example, in speaking of 
dress, they say, ‘‘Of late in the United States, 
with the further progress of the trend towards 
equal rights, the assimilation between the sexes 


in respect to dress and coiffure has become still 
more manifest. We learn that there is a club 
whose members, men and women, wear the same 
dress’’ (p. 113). 

Although their thesis does not quite convince 
the reviewer, tainted as he is with the ‘‘Men’s- 
State ideology,’’ it undoubtedly is true to a 
certain extent. It certainly supplies food for 
speculation. 


Handbook for Mental Nurses. 7th Edition. 
Chicago Medical Book Co. 


This Handbook of over six hundred pages is an 
English publication which first appeared thirty- 
eight years ago, and is now presented in a sev- 
enth edition. Although admirable in many ways 
as attested by its past popularity, the book dis- 
appoints both because of what is included in its 
text, and what is omitted. Its inclusions range 
all the way from directions as to how much coal 
to leave in a grate at night, through the snout- 
sense nerve in the head of a worm to sublimation 
and Psycho-analysis. Among its omissions or 
near-omissions are hydro-therapy and occupa- 
tional therapy, which are barely mentioned, but 
which in America stand foremost in the develop- 
ment of modern care of mental cases. 

To gather into a single book a satisfactory 
smattering of anatomy, physiology, first aid, 

hygiene, surgery, the practice of medicine, phar- 

‘macology, pathology, neuropathology, psychiatry 
and psychopathology is attempting the im- 
| possible. Perhaps the best part of the book is its 
introductory chapter, wherein the general quali- 
fications of a nurse are discussed. This is ad- 
'mirably done and worth perusal by any nurse or 
medical student. 





Heart Records, Their Interpretation and Prep- 
aration. By S. Catvin Smiru, Philadelphia. 
Published by F. A. Davis Company, Philadel- 
phia, 1923, 313 pages, 126 illustrations ; 


A Key to the Electrocardiogram. By Louis F. 
Bisnorp, New York. Published by Wm. Wood 
Company, New York, 1923, 96 pages, 43 
illustrations. 


During the year there have appeared these 
two books especially concerned with the tech- 
nique of electrocardiography and the interpreta- 
tion of electroecardiograms. For the beginner 
they are somewhat helpful, but occasional errors 
detract from them both. It is unfortunate, for 
example, that Dr. Bishop in chapter 3 of the ap- 
pendix advised the use of fresh water for soak- 
ing the bandages in the applications of the elee- 
trodes. He writes that he has collected a great 
deal of material proving the greater delicacy of 
reactions obtained with the use of fresh water 
as compared with salt solution. He says nothing 
about the resistance, and the illustration pub- 
lished indicates that the so-called finer differen- 
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tiation obtained by the use of fresh water is the | 


CURRENT LITERATURE 


result of overshooting of the string due to a| 


resistance altogether too high. The second 
electrocardiogram, taken with salt solution, is 
much more accurate. Dr. Smith presents a 
puzzle in Figure 60 which should not have puz- 
zled the seven skilled students of cardiology to 
whom he presented it for interpretation. Inter- 
polated ventricular premature beats are not very 
rare, and the buried P wave in this puzzle is 
thus easily explained. The illustrations in the 
book by Dr. Smith are well prepared and clear. 


| ROBERT M. GREEN 


His description of the Hindle galvanometer and | 


its use should be of help to any one installing the 
Hindle electrocardiograph. His section on so- 
called polygraphy is too brief. 


Colloidal State and Its Medical and Physiologi- 
cal Aspects. By Str WiuuiAm Bayuiss. Ox- 
ford Medical Publications. London: Henry 
Frowde and Hodder and Stoughton, 95 pages. 
Price, $2.15. 


This monograph is an extraordinarily clear 
and concise presentation of a very large and im- 
portant branch of science. The subject of col- 
loidal chemistry is intricate in the extreme, and 
is largely in a state of flux and uncertainty, yet 
the salient points have been brought within the 
compass of 92 pages. It would be hard to im- 
agine a greater concentration of information in 
a few words than is found here. With a bold 
use of striking figures of speech, the author has 
made somewhat difficult concepts intelligible to 
readers of only elementary scientific training. It 
is possibly open to question whether quite such 
definite crystallization of a science which is still 
in the making is justified. 

At the outset he presents a picture of the 
nature of the colloidal state. He then discusses 
the influence of the surface of the colloidal par- 
ticle, especially with reference to adsorption and 
the phenomena of surface tension. He deals 
with dissociation, osmotic pressure, precipita- | 
tion, viscosity, imbibition, and the Donman equi- | 
librium. After this follows a valuable discus- 
sion of the physiological bearings of the colloidal | 
state, and a concluding chapter on proteins and | 
hemoglobin, in which the important significance 
of the isoelectric point is brought out. 

In this book a judicially impartial attitude has | 
been attempted toward the controversy between 
Loeb and other colloidal chemists as to the de- 
gree in which the properties of proteins ean be | 
explained in terms of their dissociation as| 
amphoteric electrolytes and to what extent the) 
phenomena of adsorption must be invoked to ex- | 
plain their behavior. Some chemists may take 
issue with some of the views toward which he | 
leans, but the book is certainly of value to every- | 
one interested in any of the fundamental | 
branches of Physiology, and many points are 
elucidated which have a direct bearing on the 
science of Medicine. 


| taken by-path.” 
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INFLUENCE OF CARBOHYDRATE AND PROTEIN ON INSULIN 
REQUIREMENT 

SHERRILL’s (Jour. Metabolic Research, vol. 3, p. 18, 
Jan., 1923) conclusions are that protein ranks below 
preformed carbohydrate in glycosuric effect and in- 
sulin requirement; that therefore protein does not 
have a_ specially glycosuric influence, either by 
specific-dynamic or toxic action; that the ratio be- 
tween grams of glucose and units of insulin varies 
widely, not only in different patients but also in the 
same patient under different conditions. 





[H. G.j 





INFLUENCE OF FAT AND TOTAL CALORIES ON DIABETES 
AND INSULIN REQUIREMENT 

ALLEN (Jour. Metabolic Res., vol. 3, p. 61, Jan, 
1923), beside abundant case details, discusses the 
constants and variants of treatment in the different 
American diabetic clinics. The discussion (pp. 61-76, 
and 155-174) will well repay any man interested in 
either the investigative or the present-day practical 
aspect of diabetes, for taking the trouble to look up 


| the article, say at the Boston Medical Library or the 


Harvard Medical School Library. 

One is particularly in agreement with his conten- 
tion that “mixtures of incompatible views constitute 
the worst feature of the situation,’ and with his 
earnest effort to clarify without any semblance of 
personal antagonism the ideas at issue. So far as 
such a complex disease can be dominated by a single 
dogma, the ensuing statement sets the dilemma in 
sharp relief: “If the old doctrine of limitation only 
of glucose-forming foods is true, then the line of 
therapeutic advance runs directly from Naunyn on to 
Newburgh and Marsh, and Woodyatt, and the under- 
nutrition practiced by Joslin and the writer is a mis- 
This, we must remember, concerns 
total calories. 

Regarding division of those calories among carbo- 
hydrate, protein, and fat, Allen’s judgment is less 
just: “Newburgh and Marsh’s final diets differed 
comparatively little from those of Joslin and the 
writer.” Now Allen’s diets and those of Joslin are 
alike in one respect out of three: 

(1) Joslin concurs in Allen’s crusade for under- 
feeding as the best hope for even the severest cases 
to live the longest and most comfortably. Indeed his 
early and persistent recognition of Allen’s funda- 
mental reversal of treatment is presumably largely 
responsible for the frequent linkage of their names. 
But in two other respects, surprisingly (to any pupil 
of Joslin’s) ignored in the literature, his method 


| differs from Allen’s: 


(2) Joslin feeds low protein on the average about 
one gram per kilogram, as shown by his published 
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results, and approximating the 0.6 g/k in the severest 
eases, aS demonstrated as adequate by Newburgh, 
put believed by Allen to be “inconvenient and un- 
founded.” 

(3) Joslin feeds, not “slightly more” carbo- 
hydrate than Newburgh and Marsh, and Allen, but a 
earbohydrate which, within the aforesaid total cal- 
orie restriction, is as nearly normal in ratio to the 
protein and fat as possible. This practice is based 
partly on a desire to approximate normal so far as 
practical, and partly on a belief that Allen's “para- 
doxical law’ (the more glucose ingested, the more 
utilized) is far truer of diabetics than others have 
believed. 

It is realized that these criticisms are interpreta- 
tions of a subjective nature; but at the present time 
it is difficult to make strictly objective comparisons 
owing to the eternal variations in human cases and 
also owing to the lack of an accepted system for 
drawing such parallels. Such a system will be offered 
elsewhere by the present reviewer. 

Many other stimulating statements abound in this 
article. 





SOURCES OF INSULIN 


Best AND Scorr discuss several sources worked out 
by others and by themselves. (1) Vegetable—yeast, 
potatoes, rice, Wheat, beets, celery. (2) Animal— 
clam tissue, blood of the ox, dog, rabbit, man. 





GERMANIUM AND RED CELL FORMATION 





MULLER AND IszArpD present evidence indicating that 
germanium in the blood stream may act as an oxy- 
gen carrier, and explain in part why this element 
produces erythropoiesis. [H. G.] 





INSULIN ISSUE 


Jour. Metabolic Research 2: 545 (Nov.-Dec.) 1922. 





Insulin has been responsible for death, as well as 
for renewing life. This was early foreseen, and for 
this reason, as well as because of initial scarcity of 
the substance, its distribution has been carefully con- 
trolled. In the United States it was allotted to an 
informally organized group of diabeticians, from 
whose clinics reports are now presented simulta- 
neously. Owing to the extent (440 pages) these re- 
ports cannot be here abstracted satisfactorily. Even 
a collection of the conclusions would be voluminous. 
Furthermore, as a practical matter, the physician 
planning to use insulin really ought to visit one of the 
clinics which are studying and demonstrating the use 
of this potent drug. A day or two of such an experi- 
ence will then enable him to read with ease and profit 
the multiform facts and possibilities in these articles. 
In the remaining space the reviewer will note mainly 
such observations as seem either especially necessary 
for the practitioner to know, or especially in need of 
amplification by further work. 

BANTING, CAMPBELL AND FLETCHER served a diet 
based upon the normal basal metabolic requirement 
in calories (M) ecaleulated from the Aub-DuBois 
tables (p. 548). ... As amino acids unsuitable for 
replacement of. tissue breakdown are simply burned 
for their value in terms of energy, they used Class A 
proteins, such as meat, fish, eggs, milk....F = M/10 
—P (protein in g.) /2; C= (M—10P) - 30. ° 
No serious protein sensitization was encountered (p. 


551). . . . Introduction of new batch of insulin: (1) 
% new + % old, (2) % + %, (3) % + YY, finally 
(4) all new. ... A polyuria of three to five liters may 


persist more than two months after a glycosuria has 
been achieved with insulin. ... The high point of the 
blood-sugar curve is represented, as a rule, by the 
estimation before breakfast (p. 560, and also p. 678 








Joslin, p. 743, Williams)... . Abundant dandruff disap- 
peared after insulin (p. 570). ... One-, two-, or four- 
hourly urine tests were sometimes used (pp. 578, 580, 
584, 608, 609, 610, 612, 613, 640, 737). .. . The stature 
of patients is frequently given (it should always be 
recorded in diabetes, owing to its great value in pre- 
dicting the normal weight of the individual, and in 
children at least every 6 months, better every 3 mos.— 
Note by Reviewer) . . . They regularly allow a hypo- 
glycemic reaction in each patient, in order that he may 
experience symptoms and cure (p. 582; p. 649; others 
consider that these can be taught sufficiently by such 
examples as occur accidentally in the diabetic clinic). 


... The extraordinary blood-sugar of 1.83 per cent. 
(p. 589) seems probably a misprint for 0.183 per cent. 
. . . A pronounced increased tendency to hypogly- 
cemic reactions during febrile tonsillitis, . . . Patient 
E. H. added to her weight by 107 per cent. (which 
seems the record at present), yet apparently there has 
been no increase in power to utilize carbohydrates. 
That is, when insulin was omitted, tolerance reverted 
(p. 594). (The protocols of the other two children 
discussed in this paper permit the calculation that 
they gained in weight by 4 and 14 per cent. Objec- 
tions to great gains in weight will be seen below). ... 
Under insulin there seems to be no need to maintain 
the more extreme undernutrition . . . but it seems 
hardly justifiable to abandon as a principle the main- 
tenance of the blood sugar at a normal level (p. 598). 


..- Colds often clear up with great rapidity on ade- 
quate insulin therapy (p. 600, but on p. 970 Allen’s 
experience indicates that, at the least, this phenom- 
enon is less striking than would be expected). 

CAMPBELL seems inclined to attribute any loss of 
coma cases to insufficient insulin (p. 616) (without 
consideration of the possible part played by non- 
ketone acids or by latent pus). ... Probably the ree- 
ord dose of insulin is his, 120 units intravenously in 
the course of an hour, in 2300 ¢.c. of fluid, containing 
ulso 115 g. glucose (p. 623). (As the patient, never- 
theless, died, we should predict that the autopsy 
would show a pus pocket somewhere, and this is seen 
to have been the case). . . . He describes atypical 
coma, resembling those cases of carbon monoxide poi- 
soning who recover partially to a weak but conscious 
condition only to die in the course of a few days 
(p. 629)... . A patient with a tongue moist at the 
edges is relatively safe for several hours at least,... 
Use of alkali in coma may be a useful adjunct to 
insulin (p. 633). 

FLETCHER AND CAMPBELL report on hypoglycemia 
produced by inaccurately balanced diet. This is the 
great danger of insulin excess (comparable to danger 
of coma as a result of abrupt decrease of insulin 
during liberal diet, Joslin, pp. 651 and 691, and Allen, 
p. 957). . . . When the blood sugar is low at time of 
injection there is a greater liability to reaction... 
It is often observed that a patient under treatment 
will have a lower fasting blood sugar each successive 
morning before the day on which the reaction occurs. 
. . . In those patients who are extremely undernour- 
ished, reactions have been generally more severe 
(p. 646; also Joslin, p. 679). 

JOSLIN et al, urge the increase, not the decrease, 
that might be expected, in importance of a measured 
diet (p. 652). ... The advantage of small doses, 
usually beginning with a one-unit dose and working 
up to less than 30 units a day ... usually in two 
doses. . . . The scientific dignity of those patients 
whose faithfulness in obeying orders and in report- 
ing regularly has earned them a “pedigree,” alike in- 
valuable to their own and to medical progress. ... 
he friendly codperation of those newspaper editors 
who sacrifice scarehead news to the truth, thus avoid- 
ing the tragedy of extravagant hopes. . . . The blood 
sugar average for 53 patients before insulin was 0.24 
per cent., afterwards 0.19 per cent. ... During the 
first fortnight of insulin treatment the weight fre- 
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quently decreased, on the average by a pound... .! 
The gain in weight during treatment, expressed in 
relation to the low weight, averaged 7.5 per cent... . 
The calories /k. at beginning of treatment averaged | 
26, at discharge 38 (p. 659). ... The CH at beginning 
averaged 37 g., at discharge 45 g. Insulin was as 
effective at the age of three, as at 6S years; and in 
eases of long standing, as in early cases. ... Insulin 
reactions occurred in 11 patients, or in 80/5153 = 
0.6 per cent. of the doses given ... was seldom alarm- | 
ing ... the blood sugar was determined at the mo- | 
ment of suspicious symptoms in 11 instances and 
found low ... several reactions occurred in one case, 
while eating as much as 60 g. CH (pp. 676 and 679). 
... Protein reactions were negligible. . . . Blood vol- 
ume in relation to insulin needs investigation, since 
its diminution by diarrhea or desiccation may be 


accompanied by a reaction (p. 679). ... Material in- 
crease in basal metabolism at end of treatment (p. 

> s . | 
680). . . . Increase allowed by insulin may be pos- | 


sible only in calories, and not as would be theoret- 
ically anticipated in carbohydrate (p. 695). 

Use of insulin in the home is discussed, and a list of 
rules for guidance is reproduced. 

Wiper, Booruspy, BARBORKA, KITCHEN AND ADAMS | 
explain their method of clinical assay for different 
pancreatic preparations (p. 701). Maximal re- 
sults seem to be obtained with a single injection (pp. | 
708 and 709; also Woodyatt, p. 793; more evidence 
is desirable in view of the precisely contrary results | 
obtained by Williams, pp. 737-742, Allen and Sherrill, | 
p. 943, and the adverse, though less definite, impres- | 
sions of some others). . . . Insulin promptly controls | 
azoturia (p. 720; also Fitz, p. 7€5) they report | 
diverse metabolic observations and hypotheses, in- | 
cluding 1—2 enol and 3-—4 enol (p. 727). 

Williams presents several tables on patients treated 
without insulin, which demonstrate that faithfulness 
to diet permitted a number of them actually to gain 
tolerance; hence the need of caution in attributing all 
gains under insulin to the extract itself (p. 730).... 
Of 33 fatal cases, 31 died of “diabetic exhaustion” 
and two from complications (p. 731; no coma!)... 
Case 1524 illustrated extraordinary fluctuations in 
blood sugar: from 0.388 before breakfast and injection, 
it frequently dropped to 0.09, then rapidly mounted 
again (p. 734). ... Of 16 patients who since discharge 
have been taking insulin at home for a considerable 
period, five have needed both lower diets and more 
insulin (p. 736; this might be attributed to careless- 
ness on the part of the patients, or infections; cer- 
tainly it affords evidence of the difficulty of securing 
the consistently good results expected by the laity). 

. - The first effect of insulin apparently is to cause 
storage of glucose. .., The feeding of high diets and 
attempting to make their utilization possible by large 
doses of insulin has not been satisfactory. The best 
treatment, apparently, is a diet enabling light work 
with sufficient insulin (p. 751). 

Fitz, Murryy. AND GRANT found that the R.Q. in 
some cases remaining elevated for at least three days 
after omission of insulin, supporting either prior 
carbohydrate storage or a residual oxidation. ... 
Nitrogen storage during insulin treatment was mani- 
fest. 

GEYELIN, H/ArRop, MuRRAY AND CORWIN present 
eight pairs of excellent photographs showing children 
before and after insulin (p. 769)... . In two of these 
children, as time went on, it seemed that smaller doses 
of insulin were required to utilize a given amount of 
carbohydrate (pp. 771, 779)... . Glycosuria was pur- 
posely never abolished for any considerable period, 
in order to avoid reactions; in general the output was 
held to be less than 20 g, /24 h. when the CH intake 
was over SO zg., or to less than 10 g. otherwise (p. | 
787)....Two-hourly blood sugars demonstrated that | 
eight hours wa: the maximum period duri:g which 
Insulin was effective in lowering the blood sugar | 

| 








-| over-exertion (p. 960). 


(p. 78S)... . Outlined diet roughly to yield a calorie 
intake about 50 per cent. more than the theoretical 
basal requirements of normal children with the same 
surface area and age (p. 789). ... Protein reactions 
in two children led them to desensitize with small 
doses of insulin at frequent intervals. 

WoopyAtt brings out his method for establishing a 
patient’s tolerance “T’’ before beginning insulin (p. 
795)... . The possibility of using insulin in differ- 
ential diagnosis of renal glycosuria. A method 
for determining the value of insulin preparations. . , , 
The importance of keeping patients sugar-free if pos- 
sible (p. 801). 

ALLEN AND SHERRILL predict that the divergences 
between different investigators will become deeper 
before agreement is reached (p. 804)... . They re- 
produce photographs befcre and after, and remark on 
the resemblance between the fattened patients and 
dystrophia adiposo-genitalis (p. 960; this is also vis- 
ible in Geyelin’s photographs). ... They have not cal- 
culated the insulin requirement from any theoretical 
rules, because they consider all such rules fallacious 
(p. 937)... . They discuss sehsitization, antigens, and 
hormones, The danger of high diets and large 
dosage, the rapidity and insidiousness with which 


| acidosis may develop; “undoubtedly many deaths will 


, 


occur from this cause” (p. 939)... . They estimate 


| the number of units of insulin that patients may be 


producing from their own island tissue, perhaps only 
four to sixteen. They gave between 30 and 50 
units a day to most of the cases which they regarded 
as severe, generally t.i.d., with often a fourth dose at 
midnight (p. 948). They have tried to secure 
growth in children and working capacity in adults, 
using somewhat higher dosage than Joslin, but shar- 
ing his view as to the advisability of keeping most 
diabetics at least a few pounds below the average 
normal weight for height (p. 957). ... They cite two 
children, of whom one with 70 units a day has grown 
more; the other, with only eight units, has ap- 
parently gained more in tolerance (p. 958)... . Heavy 
exercise increases the tendency to hypoglycemia, so 
that it may be necessary to warn against sudden 
They quote evidence to 
show that insulin may not always be superior to 
sub-nutrition, since under the latter operative wounds 
seemed to heal more rapidly and colds were rarer 
(p. 970)... . Hydropic degeneration of the pancreas 
never occurs in the absence of diabetes (p. 976).... 
Speculation so mischievous a substitute for investi- 
gation in diabetes (p. 979). 
[H. G.] 





StrupIes oF DIABETES Metuitus. III. THE USE OF 
THE PANCREATIC EXTRACT INSULIN IN THE TREAT- 
MENT OF DIABETES MELLITUS 


McCANN, HANNON, AND Dopp (Johns Hopkins Hosp. 
Bull., July, 1923) present the third of their studies of 
diabetes mellitus. They summarize their work as 
follows: 

“Of ten representative cases of severe diabetes 
treated with insulin, nine derived some benefit, which 
was measured objectively in terms of lowered blood 
sugar values, decreased glycosuria, improved oxida- 
tion of glucose, and in control of ketosis, as well as 
in the relief of symptoms. Wide variations were ob- 
served in responses of the different patients to unit 
doses of the drug. The extra calories of food which 
patients were enabled to utilize per unit of insulin 
varied from 12 to 70 calories. The amount of extra 
carbohydrate which was utilized per unit (all sources 
of glucose being considered) varied from 0.5 to 3.6 
cm. In the presence of severe infection the action of 
the drug is apparently less effective. The impor- 
tance of exact diet regulation is emphasized, Cautious 
methods of balancing the diet and dose gradually 
are illustrated. Attention is drawn to the dangers 
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of hypoglycemia from overdosing. Prevention and 
treatment of this condition have been discussed. 

“Insulin is a very powerful and very valuable 
therapeutic agent from which most patients suffer- 
ing from diabetes will derive benefit. It has failed 
therapeutically in certain cases in this series. It is 
in no sense a cure for diabetes, so that it is highly 
important that other methods of influencing the dis- 
ease favorably should not be neglected.” 

[J. B. H.] 





QUANTITATIVE STUDIES WITH ARSPHENAMINE. II. Dis- 
TRIBUTION AND EXCRETION AFTER INTRAVENOUS 
INJECTION 





KOLLs AND YouMANS (Johns Hopkins Hosp. Bull., 
June, 1923) discuss the distribution and excretion of 
arsenic preparations after intravenous injections, 
eoncluding as follows: 

“Approximately three-fourths of the arsphenamine 
injected leaves the blood stream in a few minutes 
after the completion of the injection. The remaining 
portion is rapidly reduced in amount, but traces may 
be found 24 hours later. 

“The drug is stored in the liver, spleen, kidneys, 
lungs, cardiae, and skeletal muscle. There is evi- 
dence that the alteration or excretion (or both proc- 
esses, perhaps) has appreciably reduced the amount 
of drug three hours after injection. 

“The liver is a more important excretory organ for 
arsphenamine and neoarsphenamine than the kidney. 

“The brain shows a much lower concentration of 
drug in the experimental animal than does any other 
organ. 

“The cerebrospinal fluid, during the first 24 hours, 
if it contains the drug at all, dves so only in minute 
concentration, which is too low to estimate with 
accuracy.” [J. B. H.] 





Tue TREATMENT OF ACTIVE INFANTILE TETANY WITH 
RADIATIONS FROM THE MERCURY VAPOR QUARTZ 
LAMP 





CASPARIS AND KRAMER (Johns Hopkins Hosp. Bull., 
July, 1923) report successful results with the use of 
the mercury vapor quartz lamp in active infantile 
tetamy. They give the details of five consecutive 
cases in which the condition disappeared after raying 
with this lamp. In addition, not only did the mani- 
festations of tetany disappear but healing of the 
rachitiec process was brought about by the treatment. 

[J. B. H.] 





CARCINOMA OF THE CERVIX UTERI 





Marrziorr, K. H. (Johns Hopkins Hosp. Buil., 
June, 1923), has made a careful study of carcinoma 
of the cervix uteri and summarizes his work as fol- 
lows: 

1. The cells seen in epidermoid cancer of the cervix 
fall morphologically into three large groups; Tran- 
sitional, Fat Spindle, and Spinal cell groups. 

2. The vaginal mucosa was involved in over 50 
per cent, of all the carcinomas of the cervix in this 
series, irrespective of the extent of the cervical in- 
volvement. 

54. Secondary involvement of the corpus uteri in 
cervical cancer occurred in 41.3 per cent. of the cases 
in which the entire length of the cervix was involved. 

4. One-third of all the patients seen during the 
first six months of symptomatie disease, with the ex- 


cent. of the cases studied was some form of unusual 
vaginal bleeding. In 97 per cent. of the cases some 
form of unusual vaginal discharge (either bleeding 
or leucorrhea) was the primary symptom. 

7. Of all the cancers in this series 52.1 per cent. 
occurred between the ages of 36 and 50 years inclu- 
sive. 

8. Of the patients between 31 and 35 years inclu- 
sive, 18.6 per cent. are living and well today. This 
is the highest “cure” incidence for any five-year age- 
period in this study. 

9. Of these patients, 5.4 per cent. gave a history 
denying pregnancy at any time or any form of vag- 
inal instrumentation. 

10. In 58.8 per cent. of the patients operated upon 
where broad ligamnt induration was noted on phys- 
ical examination, this finding signified carcinomatous 
extension. 

11. The incidence of “cures” is almost twice as 
frequent in the cases treated by abdominal pan- 
hysterectomy as compared with those in which a 
vaginal panhysterectomy was performed. 

12. The total operability of the cases in this study 
is 46.5 per cent. 

13. The total operative mortality in this series is 
14.2 per cent. The operative mortality prevailing in 
this clinic at the present time is between 6 and 7 per 
cent, 

14. Preliminary curettage performed several days 
prior to the radical operation for cancer was the pro- 
cedure employed in 36.8 per cent. of the patients who 
are now living and in good health. From this we 
would conclude that a diagnostic curettage not i*)- 
mediately followed by a radical operation for extir- 
pation of the malignant process does not by »any 
means render the prognosis hopeless. 

15. Inoperable cancer of the cervix is striking by 
its presence during the early period of the disease in 
the transitional and fat spindle cell types of cancer 
and by its relative infrequency before the fifth month 
of the disease in the spinal cell type and in the adeno- 
ecarcinomata. 

16. The incidence of patients operated upon and 
traced who are living and well today is 18.7 per cent. 

17. The incidence of so-called “five year cures” is 
26.6 per cent. 

18. In this study we have encountered no epider- 
moid cancer of the cervix which conforms to basal 
cell cancer of the skin in regard to its apparent lack 
of malignancy. 

19. The histomorphology of the predominant 
types of cells in epidermoid cancer of the cervix is 
important in that it indicates the relative malignancy 
of a given tumor. In this study the spinal cell type 
of cancer proved to be the least malignant. The 
transitional cell type is next in order of increasing 
malignancy, and the fat spindle cell type of cancer 
has proven to be the most malignant of all. 

20. The adenocarcinomata, as far as relative ma- 
lignaney is concerned, fall in between the spinal cell 
and transitional cell groups of epidermoid cancer. 
21. The presence of epithelial pearls is significant 
only when they are associated with cancers of the 
spinal cell type. They then appear to indicate a 
lessened malignaney of the cervical new growth. 

(J. B. H.] 





ESSENTIAL OILS IN THE TREATMENT OF CHOLERA 





Tomes (Ind. Med. Gazette, June, 1923) reports on an 
investigation into the value of essential oils in the 





ception of those suffering from the spinal cell type of 
cancer, had extension of the neoplastic process to the | 
broad ligament. 


_9. Less than 10 per cent. of the patients with broad | 
ligament involvement lived more than one year after | 
operation. 

6. The first symptom of disease in almost 85 per 


prevention and treatment of cholera in India. In the 
coal fields of Bengal, among a population of about 


'450,000, there has been an annual average of 1200 cases 


of this disease with an average death rate of 50 per 
cent., in spite of elaborate precautions on the part of 
the authorities. Various prophylactic and therapeutic 
measures have been tried, all of more or less value. 
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Since July, 1922, the following mixture has been used: | blood pressure, circulation and color are materially 
Spt. aether % 30, ol. cloves 3 5. ol. cajupot 3 5, ol.| improved; (d) nausea, vomiting and other subjective 
juniper 3% 5, acid sulphuric aromatic 5 15. The thera-| disagreeable sensations following ether anesthesia 

peutic dose is one drachm in one-half ounce of water | are reduced. 
every half hour until vomiting and purging cease;| 2. Other indications for the use of carbon dioxid 
five or six doses are generally sufficient. For prophy-| as a stimulus to respiration are: (a) in cases in 
laxis, the same dose is given once a day for two days, | Which the respiratory center is depressed, not by the 
The results have been most satisfactory. The rem-| ether but by direct pressure or injury; for example, 
edy has now been given to several hundred contacts, | the above-mentioned cases of cerebellar tumor, brain 
and in no instance has a ease of cholera developed, | abscess and fractured skull, in which carbon dioxid 
whereas in the past 50 per cent. of the number of | was the means of restoring normal respiratory func- 
original cases used to be expected. The curative value! tion; (0) in the treatment of failing respiration dur- 
of the mixture, in all stages of the disease short of | ing the period that ether is given. Whether this is 
collapse, is also great, showing a death rate of 16.6) due to a hypocapnea following a period of exagger- 
per cent to date, as compared to 50 per cent. pre- | ated breathing, or to an actual depression of the res- 
viously. [L. D. C.] piratory center by the ether, the findings in two 
aT Lee ne ee eee ee cases suggest that carbon dioxid can restore normal 

respiration. 
ivitieai 3. In no instance have any signs of acidosis or 

WeEks, D. F., Renner, D. S., ALLEN, F. M., and other harmful effects attributable to carbon dioxid 
Wisiart, M. B. (Jour, Metabolic Research, 2:317-|2°em noted. 

364, Feb.. 1923, received Sept. 10, 1923). . 4. rhe tensions of ether at different depths of 

There must be nearly half a million epilepties in rest ieee gait naar Mg cal gps oem 2 
the United States, hence any physician may well be to results sreviously rma by Niclous at 1 ne 
interested in this problem. The historical epitome Gramen il sy] ; = 7 piietdiin 4 
iu Gated Gee ues ce ee cat ee ones The spirographic m asurements showed that ether 
il period of one and a half years. The new work induction is accompanied by increased pulmonary 
cele ak Mac Selteurenat: , ventilation but that the volume of br athing after 

The “ordinary metabolic diseases, diabetes, nephri- he ng eo alaa OF perleds Of Ryperguen TENS t 
tis, hypertension, ete.,” are uncommon among epilep- Experimental aeration of ether-water mixtures 
les. F ree ; . .|gave a series of deetherization curves which were 

The therapeutic value ot fasting was tried for! igentical with those of actual patients. This shows 
= yen ing encore poring one nee vv pad that the elimination of ether from the blood is a 

¢ per cent., but in general were diminsned. 1€/} simple physical process governe y the laws if- 
authors “interpreted this as an accidental phenome- sor . ' “ oe Se ee en 
non . . . not as a genuine benefit.” (Would re-| ‘Therefore, the two chief factors governing the rate 
peated fasting perhaps have yielded better results?) of recovery are: (1) the volume of air entering and 
Is not the authors’ interpretation more pessimistic | leaving the chest. and (2) the amount of ether in 
than required by their evidence?) | the body at the end of anesthesia. [E. H. R.] 

Fasting produced acidosis generally, but never 
severely. 

Diets of non-nutritive bulk, high protein, high car- 
bohydrate, high fat. and high calories were each Shiela ire 
tried. and found neither harmful nor beneficial. The|_ COPENIAVER, N. H. (Arch. of Surg., September, 
unbalanced diets which their patients were willing | 1925), writes as follows: _ 
to eat may be supposed to be unique: 9000 calories| 1. Intra-abdominal hernias are rare, but are im- 
in one case (normal generally under 3000); in an-| POrtant frum a surgical standpoint. . ' 
other, C 800 g. (normal generally under 300); again,! 2. ‘The majority of internal abdominal hernias 
P 260 g. (normal well under 130); F 580 g. (normal | 2Tise as a result of some defect in the embryological 
about 100). | development. ; ; 

“The most important observations theoretically; .°- rhe <yupsome ore SadeGutte and are usually 
were the astonishing tolerance of these patients for | °f intestinal obstruction, either acute or chronic, with 
one-sided fat diets, without serious acidosis or nay oN mild attacks. Differential diagnosis is im- 

SS e 


cal symptoms; and still more, the remarkable hyper- | *”’ _ , site — 
glycemia which developed in every case on high fat | 4. In all cases of intestinal obstruction @ hernia 
diet and not with any of the other diets.” | should be considered. . . * 
‘ [H. GJ] | _ 5. The occurrence of abdominal hernias is coa- 
si | fined to: (1) the duodenal area, (2) the cecal area, 
aa nt eee | (3) the area of the foramen of Winslow, and (4) 


DEETHERIZATION BY MEANS OF CARBON DI0OxIpD INH~- the sigmoidal area. 


FASTING AND DIET IN EPILEPSY 





INTRA-ABDOMINAL HERNIAS 


LATIONS, WITH SOME OBSERVATIONS ON PULMONARY 6. Hernias in the duodenal area are the most 
VENTILATION AND ETHER TENSION DuRING ANES- common. 
THESIA 7. Two fossae around the duodenum are of prac- 


—— --— tical importance, the paraduodenal fossae, formed by 
Wuire, J. C. (Arch. of Surg., September, 1923), | the raising of a fold of peritoneum by the mesenteric 
writes as follows: | vein, and the mesenterico-parietal fossa, formed in the 
| 
| 


An extended study of the problem in many clinics | first part of the mesojejunum just behind the supe- 
where conditions can be carefully controlled will be} rior mesenteric artery. 
necessary before the actual practical value of this 8. Hernias through the foramen of Winslow de- 
method can be definitely known, but on the basis of a| pend on four congenital anomalies: (1) a common 
study of forty cases, the following conclusions are| mesentery for the whole intestine, (2) absence of the 
drawn: secondary fusion of the ascending colon to the pos- 
1. The use of carbon dioxid to accelerate de-| terior abdominal wall, (3) the abnormally large size 
etherization by stimulating respiration confers the | of the foramen, and (4) the abnormal length of the 
following benefits: (a) the volume of respiration can | mesentery with undue mobility of the intestine. 
be raised to any desired level; (0b) recovery of con- 9. Intersigmoidal hernias are the rarest of all 
sciousness is from three to five times more rapid; (c) | hernias; only nine cases have been reported. 
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10. Of the acquired internal hernias there are 
three types: (1) diaphragmatic hernias due to 
trauma, (2) hernias through tears in the abdominal 
viscera, and (3) postoperative hernias. 

11. Diaphragmatic hernias are the most common 
of the acquired type, and should always be looked for 
following any accident of a crushing nature. 

12. Left diaphragmatic hernias, both congenital 
and acquired, are more common than those on the 
right. 

13. The diagnosis of diaphragmatie hernias 1s 
made possible by the roentgen ray. Differentiation. 
however, of a true hernia and elevation of the dia- 
phragm is often diwecult. 

14. In operating on diaphragmatic hernias it is 
difficult to keep the abdominal viscera from beinz 
sucked back into the thorax while closure of the 
opening is being made. 

15. Care must be taken not to injure the superior 
mesenteric artery and inferior vein in operating on 
duodenal hernias. 

16. Considerable difficulty is encountered in the 
reduction of strangulated hernias into the lesser peri- 
toneal eavity. The close proximity of important 
structures to the foramen of Winslow makes enlarge- 
ment of the orifice extremely hazardous. 

[E. H. R.] 





THE TRANSFUSING OF UNMODIFIED BLOop 





Brines, O. A. (Arch. of Surg., September, 1923), 
writes as follows: 

1. A greater degree of care and accuracy should 
be exercised in choosing donors. 

2. Group IV donors may be used universally. 

8. Sodium citrate is harmful, chemically, biol»z- 
ically and physically in blood transfusions, and some 
fatalities have followed its use. 

4. Reactions are fewer and milder following the 
whole blood method than following the citrate 
method. 

5. One by one, most workers are deviating from 
the citrate method and turning to the whole blood 
method. 

6. While the citrate method should not be aban- 
doned, the whole blood method should, whenever pos- 
sible. be substituted for it; however, there is never a 
time when citrated blood is as good as whole blood. 

7. The Unger method seems to be the most simple 
and most generally suecessful for the giving of blood 
directly. 

8. This method insures promptness, as no time 
need be consumed by preliminary details or arrange- 
ments. 

9. It is most desirable that transfusion be per- 
formed in the operating room, yet the procedure may 
be successfully carried out in a private room, or 
ward, or even at the patient’s home, with compara- 
tive ease, though slight inconveniences might arise. 

10. With the proper listing of professional or 
semi-professional donors, it should be easily possible 
to perform a direct transfusion in any part of a 
large city on a notice of one hour. [E. H. R.] 





BRAIN ABSCESS, WITH ESPECIAL REFERENCE TO ABSCESS 
OF THE FRONTAL LOBE 





Kerr, H. H. 
states that: 

1. Brain abscess in general is difficult of diagnosis 
and especially difficult of treatment. 

2. Abscess of the frontal lobe of the brain has 
been recognized before death in only about one-half 
of the reported cases. 

3. The high mortality indicates the need of a 
more careful study of such cases. 

4. Persistent headache, with 


(Arch. of Surg., September, 1923), 


sustained leucocy- 





tosis, and especially the presence of retinal changes 
indicative of pressure, in cases of drained frontal 
sinusitis or ethmoiditis, indicate exploration. 

5. Exploration by the two-stage operation through 
a sterile field may be indicated. 

6. Direct drainage with a minimum trauma should 
be established and should not be disturbed until all 
symptoms have subsided. 

7. It is of paramount importance to drain a brain 
abscess for too long rather than too short a time. 

[E. H. R.] 





RESECTION OF THE PROXIMAL COLON FOR MALIGNANCY 





RANKIN, F. W., and Scuouu, A. J. (Arch. of Surg., 
September, 1923), write as follows: 

The right half of the colon is readily mobilized, 
permitting good surgical exposure. This half of the 
colon is not essential to the life of the patient, and 
its removal is not often followed by serious compli- 
cations. Malignant tumors in the cecum and ascend- 
ing colon metastasize late; consequently, the results 
of extirpation of the growth are good. If the cancer 
is in the right side of the colon, the best results are 
obtained by removing the right half of the colon and 
a portion of the ileum, following this procedure with 
an ileocolic anastomosis. The right bowel is mobilized 
by freeing two points, one at the cecum, the other on 
the transverse colon where the resection is to be per- 
formed. The peritoneal attachment of the right colon 
to the right abdominal wall is then divided, and the 
colon is drawn toward the middle line. The colon 
and the ileum are then resected between clamps. 

There are several common methods of restoration 
of the contiuity of the lumen of the bowel after re- 
moval of the primary growth. Lateral anastomosis 
may be carried out, either by suture or by use of a 
button for intestinal anastomosis. This method has 
the disadvantage that blind pouches are left in whicn 
feces may collect. In the end-to-side anastomosis, a 
button for intestinal anastomosis may also be used. 
The htavy portion of the button is placed in the end 
of the colon. In the end-to-end anastomosis, the two 
ends of the bowel are joined by direct suture, the 
mucous membrane and the serous coats being ap- 
proximated with separate sutures. Following resec- 
tion of the bowel, ileostomy is made about 30 cm. 
above the anastomosis. This is not opened unless an 
emergeney arises. [E. H. R.] 





TuE MANY-STAGE OPERATION FOR GOITER 





TINKER, M. B. (Annals of Surgery, August, 1923), 
emphasizes a few points: which seem to him impor- 
tant, as follows: 

Operation divided into many independent stages not 
only makes it possible to save the lives of most of 
these desperately ill patients, but with the many- - 
stage operation it is easier to enforce the rest and 
care indispensable -to ultimate complete recovery, 
especially in those cases with dilated hearts and myo- 
eardial degeneration. 

The disadvantages of greater scarring, prolonged 
hospitalization, and increased expense, seem trivial 
when safety and permanent recovery are considered. 

The advantages of preliminary ligation will be 
more fully realized when the pole of the gland is 
well exposed, so as to make certain the securing of 
all vessels, great and small, main and collateral. 

Many-stage excision with wound packing is best 
reserved for the few cases in which it has proved 
impossible by careful preliminary study correctly to 
estimate the gravity of the patient’s condition, and © 
unexpected grave symptoms develop during opera- 
tion. In such cases it saves life, and the disadvan- 
tages of slight risk of infection and additional scar- 
ring scarcely deserve consideration. [E. H. R.] 
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REPORT OF THE MEETING OF MEDICAL 
SCHOOL DORMITORY COMMITTEE 


Dr. Exuiorr P. Josuin, President of the Har- 
vard Medical Alumni Association, entertained 
over sixty district chairmen and members of | 
the General Dormitory Fund Committee at din- 
ner on October 26. The results of the meeting 
and the discussion were encouraging. A fact 
of great importance in determining the real 
need for the dormitory from the students’ view- 
point was the report of the four class presidents 
that 100 per cent. of the undergraduates of the 
school have already subscribed to the fund. 


Dr. Joslin asked and answered the question as 
to why the University cannot reinvest its funds 
in a dormitory for medical students as a busi- 
ness proposition. This could be done, of course, 
but the interest on the investment would amount 
to 5 per cent. only if the charges for rooms were 
so high that only a small portion of the men 
could pay them. Discrimination of this sort on | 
the basis of financial standing is exactly what 
should be avoided. 

Charles H. Best, the co-discoverer with Dr. | 
Banting of insulin, told more about Hart House | 
in Toronto, which was presented to the Univer- | 


|sity of Toronto in 1919. 
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This building, covering 
nearly a block, is not a dormitory, but serves the 
students in nearly every other capacity. There 
is a great hall with adjoining private dining 
rooms, a theatre, libraries, billiard and pool 
rooms, gymnasia, a swimming pool, and locker 
accommodations for 3000 students. Meals are 
served for seventy-five cents. The organization 
is governed by a warden, responsible to the 
head of the University, a comptroller, and stu- 
dent committees. The influence of this institu- 
tion has been great; already the number of 


‘students participating in athleties has increased 
tenfold. 


Dr. Joslin quoted President Eliot’s speech of 
the afternoon, in which he praised Hart House 
and expressed the need for expansion in our 


| School. Two telegrams were then read, from Dr, 


Capps and Dr. Warren, each doubling his sub- 
seription. 

Dr. Gage expressed himself as feeling no 
doubt as to the sueecess of the project, but felt 


'that more publicity was needed. 


Dr. Christian told of having come to Boston 


‘in 1900 and seeing Boston from the outside. 


The Boston man he found to be a dreamer, and 
the dream then was of a Medical School, a dream 


\started by Dr. Bowditch and Dr. Warren. In 


six years the dream came true, but every dream 
is capable of expansion. The Boston man, he 


‘said, is an evolutionist and not a revolutionist; 
‘he achieves his aims in the normal sequence of 


events, and not by the upheaval of established 
institutions. 

Dr. Worcester expressed disfavor at the idea 
of approaching patients for the Fund. Dr. 


| Locke, however, believed it to be a favorable 
| subject. 


Dr. Truesdale emphasized Dr. Gage’s 
point that more publicity is needed. Dr. Joslin 
again cautioned the committee to ask for worth- 


'while amounts when approaching persons who 


ean give liberally. 
anacislgibiilipitaiitiaa 


REPORT OF MEDICAL SCHOOL DORMI- 
TORY COMMITTEE 


Dr. Francis Rackemann, general secretary of 
the committee, reports that up to date 298 sub- 


'seriptions have been received, with a total of 


$57,585. Of this number, 232 are physicians, 
with a total subseription of $37,758, or an aver- 
age of $163. The 66 of the laity have contrib- 
uted $19,827, or an average of $300. Two sub- 
seriptions of $5000 each have been received from 


| physicians. 


Seventeen per cent. of the graduates of the 


‘school have so far contributed. 


One hundred per cent. of the undergraduates 
have contributed. 

The country has been districted, with 242 
district chairmen. The 80 chairmen’s reports 
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analyzed show that 966 men have been solicited 
and 253 have contributed or will contribute; 
96 have refused. 

Twelve district chairmen reported practically 


100 per cent. success in their soliciting. 
(See letter on page 728 of this issue.) 





ww 
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AUTOMOBILE INSURANCE FOR 
DOCTORS 


Topay the cost of the various forms of insur- 





ance which the prudent physician carries is a 


very considerable item in the yearly budget. One | 
of the largest of the outlays is that for automo- , 
bile liability. Based in general on the horse- | 


power of the car, the rate is in no way regulated 
by the character of the operator. Yet the all im- 
portant factor is the operator. In general, phy- 
sicians are skillful, careful and considerate 
drivers, and in spite of the fact that they have 
to be out in all seasons and at all hours, few 
accidents are due to their fault. 

Under these conditions is it fair that they 
should be obliged to pay for the accidents which 
are the fault of reckless joy riders? This is 
what is required under the present system of 
insurance. Might not a committee be appointed 
by our Council of the Massachusetts Medical 
Society which could ascertain whether any of 
the insurance companies would insure members 
of the Society at a lower than the ordinary rate? 
There is no obvious reason why this would not 
be a good business proposition, both for the com- 
panies and for the Society members. If it 
seemed wise to penalize any reckless drivers, 
there might easily be established a sliding scale. 
At the start any applicant for insurance as a 
member of the Society who had been involved in 
an accident within a year might be required to 
pay the standard rate. Others would pay a 
lower rate, which might be cut ten per cent. each 
year until it reached an irreducible minimum, 
below which the insurance company could not 
safely do business. Any member meeting with 
an accident might automatically go back to the 
initial rate. 

If by a little effort the insurance companies 
could be induced to seek business it would seem 
that they would be dealing with a preferred class 
of risks and that the eareless individuals in that 
class might be punished for their faults. 


———_-______ 


NOVEMBER 24, PHYSICAL EDUCATION 
DAY 


Tue Department of the Interior has desig- 
nated November 18-24 as American Education 
Week, and Saturday, November 24, as Physical 
Edueation Day. It is suggested that special at- 
tention be given to this day in planning a dem- 
onstration of the broad program of physical edu- 
eation and health training. 


The purpose of physical education, the bul. 
letin issued by the Department declares, is te 
promote normal growth and organic develop- 
ment; to develop certain social qualities such as: 
obedience, subordination, self-sacrifice, codpera- 
tion, leadership, loyalty, and sportsmanship ; to 
promote a beautiful and intelligent interest in 
active exercise for one during youth and adult 
life; to establish health habits and to promote a 
vitalized health knowledge and consciousness. 
Suggestions for school programs in observation 
of this day include many contests, health 
parades, and demonstrations at schools and on 
playgrounds of games, athletic activities and 
folk dancing. Detailed instructions for these 
activities are given. 

Organized physical education has reached a 
high stage of development in most of our col- 
leges and private schools. A program which 
ealls for its extension to include the younger 
groups and more particularly the great majority 
of our children and adolescents who are enrolled 
in the publie schools should be weleomed. Am- 
bassador Page’s educational crusade on behalf 
of the ‘‘Forgotten Man’’ of the South was a 
great forward step for universal education. A 
universal health crusade is the next step. 





i ae 


THE COST OF MAKING A 
CHIROPRACTOR 


SINCE exposing the medical and osteopathic 
diploma mill, the St. Louis Star has turned its 
attention to chiropractic. One of the Star’s 
staff received instruction covering three eve- 
nings, and after paying $89.50 received a di- 
ploma, a chart, books, and adjusting table, and 
was advised that he could then go out and prac- 
tice chiropractic. The diploma, according to 
the Star, was issued by the Progressive College 
of Chiropractic in Chicago. The lesson on how 
to get the money from patients was summed 
up in these words: ‘‘Seare ’em to death and 
then give ’em the financial harpoon.’’ The 
financial harpoon consists in telling a patient 
that he is bound to die without treatment, and 
that it will cost $500 to be cured. In the case of 
a sick wife, the husband is to be told that it will 
cost more to cure her than it would to secure 
another wife; this in the presence of the wife, 
whereupon a look from the wife is a powerful 
adjunct to the argument. 

Fortunately, the desire of managers of news- 
papers for sensational news is working in the 
direction of exposing frauds. 


> ie 





INEFFICIENT LAUNDERING 


Mr. JAMeEs A. Bourton is quoted in The Med- 
ical Press and Circular as claiming that laun- 
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dered underwear ‘‘is a mass of filth loaded with| physicians are not in the habit of meeting go. 
myriads of living organisms.’’ cially. 
Ile claims that apparently clean underwear He urged the greatest possible harmony and 


as put out by a laundry, when rinsed in warm | codperation in the group meetings as well as in 
distilled water showed in the water dirt and|those of the separate districts. 

much soap. His remedy is washing with plain} The President of the State Society, Dr. E. H, 
water, diluted hydrochloric acid, liquid am-| Bigelow, expressed his pleasure and great satis- 
monia, and hydrogen peroxide. This is an indi-| faction in meeting with Dr. Pusey, President- 
cation either of inefliciency of some laundries| Elect of the A. M. A., and the fellows of the 
or undue dependence on a process which has| western part of the State. He characterized Dr. 








been regarded as hygienic. | Pusey as a great leader, teacher and author, the 

Perhaps Boards of Health may clarify the/son of a country doctor in Kentucky, whose an- 

situation. . |cestors came over with William Penn, and he 

| believed him to have a warm interest in the hum- 

es ‘blest member of the profession; also, he had 

ee _ tata itniete igi learned that his sympathy extends .beyond this 

THE JOINT MEETINGS OF THE |country to our alates brethren in foreign 
WESTERN DISTRICTS | lands. 


; | He assured Dr. Pusey that the Massachusetts 

Tur Berkshire, Franklin, Hampshire and} Medical Society desires to keep in step with the 
Hampden District Medical Societies met in) A, M. A. and emphasized our interest in uphold- 
Springfield, Friday, October 26, at the Hotel | ing the efforts of the greater association in purg- 
Kimball. The fellows met informally in the| ine the medical profession of wilful violators of 
hotel lobby from 12 to 1 o’clock. The dinner law. In referring to the plan now adopted by 
was served in the large dining room at 1. Sev-| the Massachusetts Bar Association of passing on 
eral members of the State Society from outside! the moral fitness of applicants for the right to 


the Western Districts attended the meeting. practice law, he felt that the medical profession 
_ After the dinner, Dr. Merrill called the meet-| should be equally careful; and that since there 
ing to order and introduced the speakers. should be more religion in business, according to 


Dr. J. S. Stone, after reciting an amusing|the ambition of high grade men in commercial 
anecdote, spoke he Bags sens legislative pied life, there should be more men in medicine who 
ties, setting forth the important matters under] are actyate il Dee ett, “pee 

Pescosne gan reg 3 Sag Aieceseaa ire actuated by the highest ethical motives. In 
conside and, a: xpiaining : closing, he quoted a few of the verses of Whittier 
of each, urged careful consideration by the fel-| jn the poem written for a young doctor. 
lows of the Society and support of the com- 


sage This address will appear in full in EXTRACT FROM WHITTIER’S POEM 
e JOURNAL. 
; “THE HEALER” 
Ex-President, Dr. Alfred Worcester, expressed 
his great pleasure in meeting the members of “The paths of pain are thine. Go forth 


With patience, trust and hope; 
The sufferings of a sin-sick earth 
Shall give thee ample scope. 


the districts and seeing his dreams erystallized 
into facts, for joint meetings which he advocated 
seemed to be accomplishing much in adding to 


the influence of the Society and doing away with “Beside the unveiled mysteries 
misunderstandings. He especially urged the fel- Of life and death go stand, 


lows to do everything possible which would pro- With guarded lips and reverent eyes 
: And pure of heart and hand. 


mote harmony in the Society. During his presi- 


dency he felt that it was most important to se- “So shalt thou be with power endued 
eure larger attendance at the District Society From Him who went about 
meetings for he believed in the benefits to be de- The Syrian hillsides doing good 
rived in the coming together of physicians and And casting demons out. 

7 3 > ine et ines . ities > of- aa . 
saw in combing d meetings opportunities for of “Phat Good Physician liveth yet, 
ficers of the State Society to meet larger groups Thy friend and guide to be; 
of fellows. The interest aroused in the larger The Healer by Gennesaret 


assemblages would be felt in the smaller strictly Shall walk the rounds with thee.” 


district meetings. Conditions of the present 
time call for more rather than fewer meetings,| Ex-President John W. Bartol found great 
for the development of the specialties should| pleasure in again meeting the members of the 
lead to more conferences in order that the general| Western Districts and expressed his apprecia- 
practitioner may be kept informed of progress in| tion of the honors conferred upon him by the 
the special fields and the social features tend to| Massachusetts Medical Society and the especial 
increase mutual confidence. He drew a lesson| honor of following Dr. Worcester and later see- 
from the experiences in Waltham where the doc-| ing the effect of Dr. Worcester’s influence in 
tors’ club has dissipated jealousy and enmity as| welding the units of the Society into a har- 
compared with communities where the very few|monious body. He especially enjoyed continu- 
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ing the privilege of going about the State and 
meeting the fellows of the different districts 
and witnessing the spirit of the meetings and the 
support given by the daughter societies. Speak- 
ing of the success of the Pittsfield meeting, he 
felt hopeful of other meetings in the districts 
outside of Suffolk. 


One recurring challenge to the profession he 
felt may be found in a propaganda which 
amounts to a malodorous smoke screen part- 
ly subterranean and partly mediterranean as 
shown in the leaflet which he held in his hand 
ealling attention to a meeting about to be held 
under the auspices of the Medical Liberty 
League, Inc., for the purpose of demanding the 
abandonment of compulsory vaccination. In ad- 
dition to the usual old-time opponents of vac- 
cination, a harpist is to appear at this meeting, 
the whole affair suggesting the harp with a 
single string. 

At the invitation of Dr. Merrill, Chairman 
of the Committee to Study the Problems Con- 
nected with Publicity, Dr. W. P. Bowers, also 
a member of this committee, spoke briefly of 
the necessity of individual codperation, for the 
general practitioner is in the best position to in- 
fluence the public mind through the family 
units. 

The introduction of Dr. Pusey by Dr. Merrill 
was most cordial. Dr. Pusey expressed his 
pleasure in meeting the representative of the 
Massachusetts Medical Society and commended 
the plan for group meetings which have been 
of value in many places and especially in the 
Mississippi Valley. He alluded to the friction 
among doctors which would not exist if they met 
socially, and condemned the type of man who 
wanted to hate his neighbor. 

In introducing his subject, Eezema, he said 
that he was trying to teach the modern concep- 
tion of the disease which, although very com- 
mon, is gradually being separated from many 
other diseases because of better knowledge of 
the etiology of skin affections. Few abnormal 
skin diseases have not at times been regarded as 
eczema, seabies being the first to be taken out 
of this classification ; to be followed by psoriasis, 
ringworm and many others. As early as 1892 
a student had shown that certain sealy condi- 
tions of hands and feet were due to ringworm, 
but the idea was lost until about twenty years 


that often the physical characteristics of a ree- 
ognized dermatosis and an eczema are practical- 
ly the same. 

The difficulties of detecting the etiology of 
given cases were brought on by allusions to the 
speaker’s experience with cotton flannel. 

He referred to 113 plant irritants, the number 
being constantly added to, and spoke of the 
primrose as a common etiologic factor. A rare 
but definitely known cause of skin irritation is 
to be found in Japanese lacquer. All obscure 
cases require unremitting study, for one may 
be led astray by the disappearance of a skin 
lesion being ascribed to unrelated facts. 

One great question to be solved in the future 
is the individual reaction or immunity to vari- 
ous irritants. At the present time it is believed 
by many that eczema is not a specific disease 
but is the reaction to some irritation. The term 
‘‘eezema’’ is a good one and it is well to con- 
tinue to use it. 

The discussion was continued by Dr. Towle, 
of Boston, and Dr. Kilroy, of Springfield, both 
commending the views of Dr. Pusey. 

The meeting was attended by a lare number, 
was most successful, and is another tribute to 
Dr. Merrill, and his associate Dr. Smith, who 
are recognized as masters in the art of arrang- 
ing for and carrying on medical meetings. 


— +-e—____ 


INTEREST IN THE HEART PROBLEM IN 
BOSTON 


NATIONAL organizations directed along social 
and medical lines have played important rdéles 
during the past decade or two in diminishing 
and controlling the incidence of disease in the 
community. Much has been accomplished by 
the national tuberculosis movement and the 
child welfare work with their many ramifica- 
tions. At present interest is being stimulated 
by organizations in some of our larger cities in 
the question of cardiac disease under the gen- 
eral name of Societies for the Prevention and 
Relief of Heart Disease. Such a society is now 
functioning in Boston and deserves the interest 
and support of a large number of our physicians 
and general public. The problem of heart dis- 
ease is more important than any other with 
which we have to deal, and yet until now there 


later when Whitfield of London revived this| has never been any concerted or systematic ef- 


knowledge. It is now known that ringworm of 
hands and feet is a very common disease and 
should be recognized. 

The question whether the term ‘‘dermatosis”’ 
should be separated from ‘‘eezema’’ is often 
discussed, but it is evidently the opinion of Dr. 
Pusey that the word ‘‘dermatosis’’ should be 
confined to those conditions due to known irri- 
tants. 

It was acknowledged that the causes of 
eezema often elude detection and it is the fact 


fort directed at it from a public or social point 
of view. What the fruits of such labor will be 
only the future can tell, but that the effort is 
much needed and worth while is quite evident. 

A most complete survey of all the social phases 
of the heart problem has recently been com- 
pleted by Mrs. Bess L, Russell and her paper 
will be given November 15, 1923, at Huntington 
Hall, 491 Boylston Street, at 8:15. It is urged 
that as many of our profession as possible be 
present to become familiar with the situation in 
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order that the movement started by the Boston 
Association for the Prevention and Relief of 
Heart Disease may grow and enlarge its activi- 
ties. 





Miscellany 


NEW CHILDREN’S HOSPITAL FOR UNI- 
VERSITY OF OREGON 


OREGON will have the first general children’s 
hospital in the Pacific Northwest as a result of a 
gift of $200,000 to the University of Oregon for 
the establishment of the Doernbecher Memorial 
Hospital for Children on the campus of the 
Medical School in Portland. The gift is made 
by Ada Doernbecher of Portland and Edward 
Doernbecher of Seattle, in memory of their 
father, the late Frank S. Doernbecher, pioneer 
furniture manufacturer. This gift brings the 
total of the gifts in money and valuable collec- 
tions made to the University of Oregon gift 
eampaign to $750,000. 

The University of Oregon Medical School is 
the one Class A medical school west of Denver 
and north of San Francisco, and serves the 
largest territory of any medical school in the 
United States. It was established in Portland 
in 1887 by a charter from the regents of the 
University and was merged with the Willamette 
University Medical School in September, 1913, 
when the alumni of both schools were combined 
under the Medical School of the University of 
Oregon. 

In 1914 twenty acres of land occupying a 
commanding position on Marquam Hill over- 
looking the city was given by the Oregon-Wash- 
ington Railroad and Navigation Company as a 
site for the school of medicine and affiliated 
hospitals. The first unit of the group was made 
possible by state appropriations of $110,000, 
and $25,000 given by citizens of Portland. The 
sceond and main unit of the group was erected 
at a cost of $269,500, of which the Rockefeller 
Foundation gave $162,500. Of the amount 
given by the Rockefeller Foundation, $50,000 
was for equipment. 

-The building and equipment of the Medical 
School has been pronounced the most modern 
of any school in the country. This has been 
made possible because the school was built com- 
plete from the start and was able to take advan- 
tage of the experience of other institutions in 
planning its own buildings. 

The University Medical School has recently 
increased its efficiency by the adoption of a 
program whereby students expecting to enter 
medicine begin their pre-medical work at 
Eugene, taking three years there, and complete 
it with four years at the Medical School in Port- 




















land. Students entering the University at 
Eugene from the high school, intending to study 
medicine, are now enrolled at once in the newly 
established department of medicine. This new 
arrangement makes it possible to introduce stu- 
dents immediately to carefully arranged clinical 
work where problems are examined in the light 
of the sciences taught in the University at 
Eugene. It permits the student to begin at 
Kugene, even though in a small way, some in- 
vestigation which he may later continue at the 
Medical School in Portland. By the addition of 
a year to the so-called pre-medical years, time 
is allowed for social and humanistic studies, not 
otherwise possible, but of profound importance 
in the life of a physician. 





<-> 


HARRISON NARCOTIC ACT 


Practitioners who failed to re-register under 
the Harrison Narcotie Act not later than July 1 
may expect to be reminded of the delinquency 
very shortly by a visit of a deputy from the In- 
ternal Revenue Office. A list of those who failed 
to qualify at the required time has been pre- 
pared in the office of Collector Maleolm E. Nich- 
ois and turned over to a corps of field deputies 
for investigation. 

If re-registration has not been made by July 
1, any person who has nareoties in his posses- 
sion, or who may have any unused order blanks 
issued by the Internal Revenue Office for procur- 
ing nareotie drugs, is liable to a penalty in addi- 
tion to the amount of tax due. 

Collector Nichols reminds delinquents that 
the mere fact that they have no narcoties in 
their possession does not relieve them from the 
necessity of properly registering. Many are 
under the impression that they do not come un- 
der the provisions of the Act as they do not 
actually ‘‘dispense’’ narcotics, but the Internal 
Revenue Department has ruled that a_prac- 
titioner ‘‘dispenses’’ when he writes a prescrip- 
tion calling for the use of a narcotie drug. 


————-- eo —____ 
HEALTH AND THE LEAGUE OF NATIONS 


Tue Assembly of the League of Nations which 
is now holding its meeting in Geneva (Septem- 
ber 16), in anticipation of the time when a sin- 
gle international health organization will be pos- 
sible, proposes to appoint a special Health Com- 
mittee to direct all the health work of the 
League. The Bureau Internationale d’Hygiéne 
Publique will act as its Advisory Council, and 
the office work will be done by the Health Sece- 
tion of the Secretariat. It is hoped that this re- 
organization will lead to a large development 
of the League’s health work without involving 
any additional expense.—Health and Empire. 
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WHITE SLAVE TRAFFIC 


The Advisory Committee on the Traffic in 
Women and Children of the League of Nations 
has appointed a committee of experts, headed by 
Abraham Flexner, of the Rockefeller Institute, 
to investigate the white slave traffic throughout 
the world. Committees will investigate the con- 
ditions in seaports, special attention being paid 
to the alleged white slave traffic between Euro- 
pean capitals and the great cities of South 
America.—Health and Empire. 
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MEDICAL ASSOCIATION OF THE SOUTH- 
WEST 


THe annual meeting of the Association was 
held in Convention Hall, Kansas City, on Thurs- 
day, October 11, in conjunction with the Fall 
Clinies. The following officers were elected for 
1924: 

President, Dr. W. H. Addington, Altoona, 
Kansas; Vice-Presidents, Dr. L. S. Willour, Me- 
Alester, Oklahoma; Dr. Joe Becton, Green- 
ville, Texas; Dr. O. B. Hall, Warrensburg, Mis- 
souri; Dr. St. Cloud Cooper, Fort Smith, Arkan- 
sas; Seeretary and Treasurer, Dr. E. H. Skin- 
ner, Kansas City, Mo. 

It was voted to hold the next annual meeting 
in Kansas City, October 13, 1924, in connection 
with the Kansas City Fall Clinies. The Medical 
Herald and Electro-Therapist was selected as 
the official organ of the Association, and all 
members in good standing will receive the jour- 
nal from this date. 


—_—_j--———____ 


MEETING OF THE BERKSHIRE DISTRICT 
SOCIETY 


Tne Berkshire District Medical Society held 
its regular bi-monthly meeting at the Park Club 
Rooms in Pittsfield on the evening of October 
25, at which Dr. Richard N. Pierson, of New 
York, spoke on the following subjects: 

1. Fundamentals of Congenital Syphilis. 

2. Fundamentals of Uterine Wound Healing 
after Cesarean Section. 

3. The Cause of Infant Mortality in Breech 
Deliveries. 


————9-+e—__ 


WORCESTER MEMORIAL HOSPITAL 


THERE was a clinical meeting of the Worces- 
ter Memorial Hospital Staff at the Hospital Fri- 
day, October 26, at 8.15 p.m. Program: 

1. A Case of Cancer of the Pancreas, Drs. 
Rose and Kinnicutt. 

2. A Case of Megalacolon in an Adult, Drs. 
Clark and Kinnicutt. 





3. A Case of Inflammation of the Omentum 
Simulating Appendicitis, Dr. Adams. 

4. Marked Variations in X-Rays of the Same 
Stomach, Dr. Miller. 

5. A Reconstruction Operation for Con- 
genital Dislocation of the Hip in an Adult, 
Dr. Ayers. 





>> 
cP 


THE CLAREMONT, N. H., HOSPITAL 


Through the bequest of George N. Stowell, of 
Claremont, of $90,000, and $77,000 raised by 
subscription, a hospital has been built in Clare- 
mont which was formally opened October 31, 
1923. An especial feature is Veterans’ Memorial 
Wing dedicated to the memory of Claremont’s 
war veterans. 


>> 
ai 


HARVARD MEDICAL SOCIETY 


A meeting was held in the Peter Bent Brig- 
ham Hospital Amphitheatre Tuesday evening, 
October 30, 1923. Organotherapy was discussed 
by Prof. A. Biedl of Prague. 








News Jtems 





ANNOUNCEMENT.—Dr. Fred B. Lund an- 
nounces that Dr. Charles C. Lund has become 
associated with him in the practice of surgery. 





MassacHusetts MeEpicaL Socrety.—1902-1923 
—Clement, Merton Wallace, 28 Pleasant Street, 
Worcester. Restored to fellowship by the Coun- 
cil, October 3, 1923. 





MarriaGeE.—On October 30, 1923, married at 
East Bridgewater, Mass., Eileen Roach Curley 
and Dr. Thomas Johns Robinson. 

Dr. Robinson is a _ practising physician in 
Taunton, is on the surgical staff of the Morton 
Hospital and has been prominent in the Bristol 
North District Society for some years. 





WEEK’s DeatTH RATE IN Boston.—During the 
week ending October 27, 1923, the number of 
deaths reported was 180 against 223 last year, 
with a rate of 12.18. There were 22 deaths un- 
der one year of age against 36 last year. 

The number of eases of principal reportable 
diseases were: Diphtheria, 101; scarlet fever, 
42; measles, 43; whooping-cough, 3; typhoid 
fever, 4; tuberculosis, 39. 

Included in the above, were the following 
eases of non-residents: Diphtheria, 7; scarlet 
fever, 5; tuberculosis, 3. 

Total deaths from these diseases were: Diph- 
theria, 2; typhoid fever, 1; tuberculosis, 9. 
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Included in the above, was the following case 
of a non-resident: Typhoid Fever, 1. 





Obituary 


CLARENCE RHODOLPHUS GARDNER, 
M.D. 


Dr. CLARENCE R. GARDNER, a well known 
ophthalmologist of Northampton, died in that 
city after a short illness from pneumonia, Octo- 
ber 21, 1923, at the age of seventy-three. 

He was a native of Haydenville, the son of Dr. 
William W. Gardner, of Springfield, also an 
ophthalmologist and a fellow of the Massachu- 
setts Medical Society. His mother was Emily 
North Gardner. 

Dr. Gardner was graduated from the Spring- 
field high school and then attended Dartmouth 
College for two years. He left to enter Chandler 
Scientific School at Tufts College, from which he 
was graduated in 1874, as a civil engineer. He 
engaged in engineering work for several years, 
then entered the medical school of New York 
University, being graduated in 1879. He joined 
the Massachusetts Medical Society in 1881 and 
opened an office as an oculist in Holyoke, but 
after a short time went to Paris and London for 
further study, his Holyoke office being main- 
tained by his father. He returned from abroad 
and settled in Northampton in 1887. 

Dr. Gardner leaves his widow, who was before 
marriage, Caroline I. Morden; a son, William, 
of Los Angeles, Cal., and two brothers. 

He was a member of the Unitarian church, a 
Free Mason, and an Odd Fellow. 


——9--e—___ 


Correspondence 





LONDON LETTER 
(From Our Own Correspondent) 


ANNUAL MEETING OF THE BRITISH MEDICAL ASSOCIATION 


The annual meeting of the British Medical Asso- 
ciation took place at Portsmouth, in the south of 
England, from July 20 to July 28. The first three 
days were devoted to the meeting of the Representa- 
tive Body, which corresponds to the House of Dele- 
gates of the American Medical Association. The 
deliberations of the body were confined to medico- 
political and domestic questions, of which at the pres- 
ent time there are enough and to spare. Perhaps the 
most important matter discussed was that of the 
voluntary hospitals and, particularly, the point as to 
whether medical staffs are. in the changed financial 
circumstances of these institutions, to be paid or not. 
The views of the profession are greatly divided on 
this issue, and the question was shelved for further 
consideration. It was feared that if it was brought 
* to a climax at the present time, that the profession 
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would be split on it. Another question upon which 
medical men here agree to differ is how to control 
venereal disease. This very contentious subject was 
brought up at the meeting. Notification or no noti- 
fication of venereal diseases was the problem set for 
solution, but as there seemed to be no chance of a 
harmonious decision being reached, it was left to the 
Council of the Association for future careful consid- 
eration. 

On the evening of July 24, Mr. Charles P. Childe, 
Senior Surgeon Royal Portsmouth Hospital, gave the 
presidential address. As showing the trend of med- 
ical practice in this country in these days, this ad- 
dress was wholly concerned with preventive medi- 
cine, and especially with environment as a factor in 
initiating and developing disease, He pointed out 
that some diseases by intelligent preventive means, 
mechanical or otherwise, had been caused to dis- 
appear, while others had been scotched. Among these, 
as conspicuous examples, typhus and typhoid fevers 
were referred to. Mr. Childe then proceeded to dis- 
cuss the special environmental factors governing the 
slum areas of the great industrial centers,—the lack 
of fresh air and sunlight, and the cramped and pen- 
alizing conditions to health, both moral and physical, 
owing to overcrowding; and to inquire what bearing 
these factors had upon four out of five of the most 
formidable endemic scourges which afflicted all 
Northern civilized people today. These five scourges 
were cancer, tuberculosis, rickets, venereal disease, 
and aleoholism. Cancer might be dismissed from the 
count as little was known about it; and although it 
seemed evident it had some relation to environment, 
of the nature of the environment favoring its activ- 
ities we were in complete ignorance. But with re- 
gard to tuberculosis they knew that the prime and 
essential conditions of its cure were fresh air and 
sunlight. Moreover, these were not only the essen- 
tial conditions but were almost the sole conditions. 
Ile asked whether it were a sound economic propo- 
sition to equip and maintain, at the cost of millions of 
the taxpayers’ money, sanatoriums for the so-called 
cure of tuberculosis, while we guarded intact the very 
preserves of this disease by the exclusion of fresh air 
and sunlight, which cost nothing at all, and main- 
tained in our midst a soil which could breed more 
tuberculosis in a week than all our sanatoriums 
could cure in a year. The president said the etiology 
of rickets was unknown, but he held to the most re- 
cent views that lack of fresh air and sunlight, and 
bad hygienic conditions generally, were mainly re- 
sponsible for the occurrence and development of this 
condition. If abundant sunlight were present, a de- 
ficient diet was powerless to give rise to it. As for 
venereal disease, overcrowding and the indiscriminate 
admixture of the sexes consequent thereon were the 
contributing environmental factors in their produc- 
tion and prevalence. As for the abuse of alcohol, he 
said that drunkenness stood in much the same rela- 
tion to bad housing conditions as immorality and 
venereal disease, and, in addition, was admittedly a 
potent factor in the dissemination of the latter. 

From a strictly economic point of view, therefore, 
Mr. Childe argued that it would be well worth while 
to expend millions in sweeping away the pestilential 
slum areas which were the curse of big cities and of 
industrial centers, and to erect in their stead well- 
built houses into which sunlight and fresh air could 
enter freely. And who shall say him nay! 

On July 25. the Scientific Sections of the British 
Medical Association began their sittings. Sir Thomas 
lorder presided over the Section of Medicine at the 
1eeting of which a discussion took place on diabetes. 
In opening, he said that the fact which led them to 
choose diabetes for their first debate was, obviously, 
the introduction of insulin as a remedy for the dis- 
ease, If they did not discuss insulin, their patients 
would be much surprised, and with good reason. 
They would probably assume again, with reason, that 
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in insulin the profession had a “cure” for diabetes, 
and that nothing further need be said on the matter. 
sir Thomas went on to say that he was afraid a good 
many people had already assumed this; and perhaps 
such an assumption was not surprising in view of 
certain generalizations that had got abroad, which, 
if they did not carry the hall-mark of author- 
ity, at least had not been authoritatively contra- 
dicted. It might be that the successful preparation 
of this internal secretion of the pancreas would prove 
to be as great an asset to medical science by assisting 
the interpretation of phenomena hitherto obscure as 
in the provision of a therapeutic agent in diabetes. 
Only a superficial hearer would read into that re- 
mark a detraction from the great value of Dr. 
Banting’s discovery. Had not the essence of the 
problem of diabetes hitherto been the almost certain 
fact that under that name we had been dealing not 
with one bio-chemical disturbance only, but with sev- 
eral? It seemed probable that the use of insulin, 
controlled by careful observations, would not only 
still further establish that fact, but would also help 
to mark off, much more clearly than before, certain 
very different types of diabetes met with in practice. 

It was pointed out that as a result of segregation 
we were already observing: that certain cases of dia- 
betes were benefited by insulin much less than others, 
and this was so even when due allowance had been 
made for all those collateral points in the dietetic 
part of the treatment, attention to which was known 
to be so important. Certain cases would be found 
not to be benefited at all. And if we did not make 
this position quite clear, we should see many patients 
suffering the bitter nemesis of disappointment after 
entertaining a false hope for which we might, quite 
unwittingly, have been partly responsible. 

Dr. F. G. Banting, of Toronto, who had a great 
reception, said it would be sevéral years before the 
limits of the effectiveness of insulin were known. As 
for patients treating themselves with insulin, he 
quoted the case of the American commercial trav- 
eler who carried his own insulin and described the 
daily application of it as being no more difficult 
than the morning shave. Dr. Banting then described 
at some length the experiments which led to the dis- 
covery of insulin. He drew attention to the fact that 
when the structure of the pancreas was submitted to 
examination it was found to consist of two parts, 
namely, the main gland and some small islands of 
cells. The “internal” secretion, which was the active 
principle “insulin,” came from these cells. Further 
investigations were being carried on. 

In the Section of Surgery Mr. Herbert J. Pater- 
son, the well-known London surgeon, read a paper 
entitled, “Are the Results of the Operative Treatment 
of Cancer Better Than Twenty Years Ago?” He said 
that he looked in vain for any convincing evidence 
that the proportion of ultimate successes was greater 
today than it had been formerly. He questioned the 
value of the very radical operations now frequently 
practiced, and pleaded for earlier diagnosis and 
earlier operations. He questioned, too, whether the 
free removal of lymphatic glands might not deprive 
the patient of his first and main line of defense. 

In the Section of Tuberculosis the treatment of 
lupus and other forms of tuberculosis by artificial 
light was discussed. Professor Axel Reyn, of Copen- 
hagen, opened the discussion. He described the use 
of ultra-violet rays locally and of light baths given by 
means of carbon are lamps. By these methods 96 
patients out of 114 were cured. The proportion of 
permanent cures were about 90 per cent. Remark- 
able results had also been obtained in the case of 
other forms of surgical tuberculosis. In his opin- 
ion, the carbon are lamp was much superior to the 
mercury vapor lamp. 

A discussion also took place on the present position 
of the surgical treatment of pulmonary tuberculosis. 





Dr. Gravesen, of Copenhagen, opened and he said, in 
part, that his remarks referred to the method known 
as artificial pneumothorax. This method in 211 
“third-stage” cases had in his hands shown a lasting 
positive result, and in 88 per cent. of all cases. In 
those cases in which a pneumothorax could not be 
fully established the percentage cure was but 11. On 
July 26, in the Section of Tuberculosis, an interest- 
ing discussion on the social aspects of tuberculosis, 
with special reference to infectivity, took place. Dr. 
Jane Walker opened the discussion and said that eat- 
ing as much as possible was of the first importance, 
and it could be stated that as a general rule no large 
eater Was ever a consumptive. The sanatoria were 
careful not to encourage those who boasted that they 
had small appetites. Dr. Walker had no belief in 
milk as a cause of infection, and she combated the 
argument of bovine tuberculosis by quoting the fact 
that in China, where no milk was ever drunk, the 
population was riddled with tuberculosis. 

Dr. Batty Shaw, of London, held different views 
on the subject, and said that tuberculosis was spread 
chiefly by tuberculous milk and by those suffering 
from the disease. The essential thing was to segre- 
gate those who were liable to give infection to chil- 
dren. By eliminating tuberculous milk and by segre- 
gation, tuberculosis, bovine and human, could be 
stamped out. In cases of pure tuberculosis there was 
no greater danger of infection than there was in the 
“ase of tuberculosis of joints. Dr. Shaw stated that, 
in his opinion, persons who were infected with pure 
pulmonary tuberculosis were not dangerous to their 
neighbors because they did not discharge bacilli. 
Infection was transmitted by those suffering from 
mixed infection, The profession had been working on 
wrong lines. It had been assumed that all changes in 
the lungs of those expectorating tubercle bacilli were 
due to the bacillus, but it had never been proved that 
pneumonia and the excavations of the lungs were 
tuberculous in origin. Experiment flatly denied that 
the tubercle bacillus could cause pneumonia of the 
cavity formation. It was necessary either to segre- 
gate or to rely upon preventive inoculation. 

The Section of Radiology was concerned with a 
discussion on medical diathermy, opened by Dr. C, A. 
Robinson, who said that the special treatment, which 
consisted in applying electric oscillations to the body, 
was worked out in St. Bartholomew’s Hospital, Lon- 
don, in 1911, and consisted in utilizing currents com- 
parable with those used in wireless telegraphy. These 
heated the internal parts of the body, whereas heat 
applied to the skin did not penetrate to deeper layers. 
Evidence was given of its efficiency in gonorrheal 
rheumatism, an affection characterized by Osler as 
“one of the most serious and intractable.” The fre- 
queney utilized was of the order of half a million a 
second, and currents of this frequency could be used 
of such a strength that would be dangerous with 
low-frequency currents. It appeared to be the gen- 
eral view of those who took part in the discussion 
that the method might be capable of wide applica- 
tion, as there were certain bacteria unable to tolerate 
a degree of heat that was readily supported by the 
organism. From the technical standpoint, it was 
pointed out that the increase in the frequency of the 
current resulted in its being more uniformly dis- 
tributed through the body. Emphasis was laid on 
the importance of measuring the density of the cur- 
rent employed. This was not given automatically by 
measurement, as more current entered the body from 
the sides of the electric terminals than from the 
center. 

In the Section of Diseases of Children a discussion 
was held on the chemistry of the blood in the dis- 
eases of children, Dr. P. J. Cammidge, of London, 
opened the discussion and said in part that very 
little attention had been paid to the action of the in- 
organic salts in the body, but interesting results had 
been yielded by those which had been done, He had 
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proved by experiment that it was possible to alter 
the rate at which the cells of the liver operated by 
the introduction of the salts of calcium and mag- 
nesium, and the results had been in proportion to 
the strength of the solution used. 

Dr. Eric Pritchard insisted on the point that the 
health of children depended more on the alkaline re- 
serve held in the blood than on any other factor. 
Rickets afforded a striking indication that this re- 
serve was being depleted. He was of the opinion that 
sunlight was a great factor in assisting in the com- 
plete digestion of food, and thus maintaining the 
reserve of alkalies which would otherwise be lost. 

In the Section of Naval and Military Hygiene 
Major H. Graeme Anderson dealt with aeroplane ac- 
cidents. He said that the war had provided valuable 
experience in diagnosing the nervous condition of a 
pilot, and it was possible to divide those affected 
into two classes,—those suffering from stress of work 
and those whose nerve had failed. The former re- 
covered after a short rest and returned to duty as 
efficient as before. There were instances of men sur- 
viving serious shock, exposure and surgical operation 
without the soundness of their nerves being affected. 
Keenness and proficiency in sport and games was a 
valuable index as to the qualities required in a pilot, 
and he preferred this to the more elaborate mechan- 
ical and electrical tests adopted by some nations. At 
altitudes of 20,000 feet, the pilot became mentally 
dumb, but did not realize the condition and thus was 
less efficient as a fighting machine. Oxygen was the 
only means for combating this effect. 

In the Section of Medicine a discussion took place 
on the etiology and treatment of heart disease in 
early life. The first speaker was Dr. Reginald Miller, 
who said that directly we began to think of this sub- 
ject as a national question we found ourselves think- 
ing in terms of one disease, and one disease only,— 
acute rheumatism, that great essentially British infec- 
tive disease. Rheumatic fever, however, was declin- 
ing in point of the number of cases, and the number 
of cases of rheumatism severe enough to require 
admission to hospital was also declining. Since 1869, 
according to the St. Bartholomew Hospital reports, the 
percentage of rheumatic cases among in-patients had 
dropped from 10 to 5 in 1914. Instead of admitting 
over two hundred cases a year, they were now ad- 
mitting about one hundred. Bacteriologists, he said, 
often spoke as if there were no true disease rheu- 
matism: but we could not allow this. To see the in- 
fection at work in case after case, reproducing the 
same clinical picture again and again, was to be sure 
of our contention. Dr. Miller said he did not think 
that anything hampered us more than our lack of 
certain knowledge in connection with the rheumatic 
environment. What was the link connecting rheu- 
matism and poverty? Was there any truth in the 
traditional association of rheumatism with damp 
houses? Shortly before the war he was able to trace 
many of the cases of rheumatism in the London bor- 
ough of Paddington. 

The housing conditions were reported to him from 
more than one source. There was a great uniform- 
ity in the reports as to the dampness of the houses. 
Many cases came from basements, where they found 
wet walls, mildew under the oilcloth, even lack of 
concrete foundations, and so on. How these houses 
compared with others in the district he did not know, 
as the war put an end to his investigations; but 
when one had known, as he had, of three families 
occupying in succession the same basement, and the 
children of each in turn developing rheumatism, it 
made one think that the housing must be of im- 
portance. He pointed out that they were hampered 
in their efforts to get hold of the rheumatic child as 
early as possible by the ignorance of the public, which 
still held that rheumatism did not occur in child- 
hood. To call attention to the dangerous frequency of 
the disease, he should hesitate to suggest any great 








propaganda movement such as had been witnessed ip 
connection with tuberculosis, leading to such inordi- 
nate expense and to such remarkably small results, 
By going more steadily, better results could be 
achieved. Dr. Miller concluded by asking these 
questions: What is the origin of the repeated re. 
lapses and reinfections in the rheumatic state, and 
how can they be prevented? How can we be enabled 
to give long courses of treatment to our many heart 
cripples, in the hope of prolonging their lives? 

On the closing day of the meeting that very im. 
portant question in all civilized countries, that of the 
responsibility of the State with respect to the unfit, 
was considered in all its aspects, and wide diver- 
gences of opinion were revealed among those who dis- 
cussed the matter. As said before, this is a ques- 
tion that closely concerns the welfare of all civilized 
countries and none more so, if so much, as Great 
Britain, where industrialism and overcrowding has 
been rife for longer than in any other country. The 
discussion, which took place in the Section of Medica] 
Sociology, traversed the same ground as has been 
gone over so often before and, as usual, the advyo- 
‘ates of sterilization and the opponents of this dras- 
tic, if effective, method of doing away with the evil, 
were at loggerheads. 

Dr. William Potts, Psychological Expert to the 
Birmingham Justices, opened the debate and said, in 
part, that the American Army tests, introduced when 
America came into the war, were instrumental in 
excluding many defectives. Investigation showed that 
many who were useless for the army had been carry- 
ing on satisfactorily as hewers of wood and drawers 
of water. But it must be remembered that all men- 
tal defectives at large were a potential danger to 
the community, and that the danger increased as 
modern industry became more complicated and the 
opportunities for going wrong more frequent. After 
pointing out that punishment was of little use in 
solving the problem of the criminal mental defective, 
he said that the principal cause was heredity, there- 
fore segregation, even if only partial, would reduce 
the number. But heredity, although the outstanding 
sause, Was not the only cause. Segregation alone 
would not solve the problem; in addition, all unfavor- 
able factors must be eliminated as far as_ possible. 
But the burden of segregation was so heavy at the 
present crisis that many were seeking a substitute 
and were asking whether sterilization would be as 
efficient and less expensive. Sterilization had always 
appeared to him an irrational procedure. In nearly 
every case in which it could be justified the unfortu- 
nate defective must still be segregated because he 
was a menace to society in other ways than in the 
breeding of other degenerates. If defectives had a 
right to live they had a right to live as unmutilated 
individuals. A lethal chamber was at least a ra- 
tional proposition, because it meant economy; but 
the time had not yet come when administrators could 
insist on anything so drastic, even though the de- 
fective was an idiot without relations or friends, who 
could only drag out a miserable existence, a burden 
to those in charge of it, not even an object of scien- 
tific interest. 

Sir F. W. Mott gave the result of investigations 
which had been carried out in London in reference to 
the mentally unfit. He was not disposed to favor 
sterilization, and he was sure that many mentally 
defective children could be made very useful in the 
world if they were trained as manual workers. 

Dr. C. Macfie Campbell, Director of the Boston, 
U. S. A., Psychopathic Hospital, explained the meth- 
ods of organization and supervision of mental de- 
fectives in vogue in America. He took the stand that 
if the mental defective was a potential criminal, 
then all were potential criminals, because the mental 
condition of the defective was often largely influ- 
enced by his nutrition and his environment. More- 
over, he pointed out the danger of applying schematic 
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and psychomatie principles to individuals in too gen- 
eral a fashion, and insisting upon the importance of 
education, wondered if it was too much to look 
forward to a time when teachers, judges, etc., would 
have some insight into the psychological problem 
presented by the mentally defective. Dr. Prideaux 
did not believe in sterilization. In only two States 
of America had there been any real attempt to carry 
it out, and the difficulty of deciding who should be 
sterilized was enormous. Dr. R. A. Gibbons, gynecol- 
ogist at the Grosvenor Hospital for Women, London, 
advocated sterilization and said that if there was no 
indication that a child could ever be looked upon as 
normal, or approaching the normal, steps should be 
taken to prevent it ever becoming a parent, for it 
was certain the offspring would be defective. With 
a number of mental defectives segregation, he said, 
must be resorted to, but it was of the utmost im- 
portance that both males and females should be 
closely watched so that they did not escape from 
control and propagate. It was extraordinary how 
prolific mental defectives were. They reproduced 
from twice to six times more rapidly than those 
who were normal. In his view there was only one 
way of doing permanent good and that was by 
sterilizing all mental defectives. He pointed out that 
in American institutions there were 250,000 mental 
defectives, with new admissions at the rate of 50,000 
a year. He concluded by saying that the majority 
of those with whom he had discussed the subject 
were in favor of the sterilization of the unfit, but 
they realized that there were to be overcome objec- 
tions to it on the sentimental grounds of interference 
with the liberty of the subject. He thought that the 
health and protection of the community should be the 
first consideration. In his opinion sterilization ought 
to be given a fair trial, one which would naturally 
extend over many years. 

The meeting was well attended and was a success 
from all points of view. 





SUPRAVAGINAL HYSTERECTOMY FOR 
MYOMATA 


Geneva, September 1, 1923. 
Mr. Editor: 

Dr. Charles Broceard, assistant at the Gynecological 
Clinic of the University of Geneva, has just published 
his thesis on “Supravaginal Husterectomy for Myo- 
mata,’ in which he describes the modifications of 
Kelly’s technique as developed by Prof. O. Beuttner, 
of Geneva. As this technique is a clean-cut one I 
fancy that you may like to publish it in the JouRNAL. 

I would say in the first place that in the majority 
of uterine myomata treated surgically the supra- 
pubie transverse incision is used at the Gynecological 
Clinic of Geneva, the median abdominal incision be- 
ing reserved for large growths extending above the 
umbilicus. The abdomen having been opened and 
the situs being established, a Doyen’s corkscrew is 
put in the growth, while if the tumor is strongly 
wedged in Douglas’ pouch a second corkscrew may be 
necessary. The tumor is then brought out of the 
abdomen. A large gauze towel is then inserted into 
Douglas’ pouch behind the tumor to protect in- 
testines and abdominal cavity. 

While an assistant draws the tumor to the right 
with the left hand, at the same time depressing the 
left edge of the abdominal incision with the right, 
the surgeon places a strong clamp on Faure’s liga- 
ment including the entire breadth of the broad liga- 
ment up to the edge of the uterus, including the round 
ligament in its grasp. Next a pair of Kocher’s hemo- 
stats are applied, comprising the tube, broad liga- 
ment and ovarian ligament, care being taken to leave 
4 space between the tips of the clamp and hemostat 





in order to let the scissors pass between. The same 
manoeuvre is carried out on the right side (see 
Fig. 1). 


Fia, 1.—Tke tumor is growing partly as distinct blood vessels 


and partly as anastomosing columns ot spongioblasts. x 100. 
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Fic. 2.—Two of the tumor blood vessels, showing in 
the wall of one of them a mitotic figure. x 1000. 


Next the right broad ligament is divided along the 
clamp down to the cervix. The tumor, solidly held 
by the corkscrew, the vesico-uterine peritoneum is 
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incised at the level of the uterine isthmus and the 
bladder pushed downwards, using a gauze pad for 
this purpose. The lower left lateral portion of the 
cervix is seized with a volsellum (sce Fig. 2). 
and the cervix attached from left to right, by first 
clamping the left uterine artery. The cervix is divid- 
ed with scissors and then the right uterine artery 
is clamped. During this phase of the procedure, the 


assistant draws on the yolse'lum on the cervix, thus! 
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uterine artery which is thus strongly held against 
the edge of the cervix. The same manoeuvre is car- 
ried out on the right. 

The raw cervical stump is closed by three separate 
catgut sutures, the first being placed in the middle 
but not going through the cervical canal. It should 
include the anterior portion of the stump being 
brought out and made to pass over the canal and 
then taking up the posterior portion of the Stump. 





Fic. 3.—Tumor growth between trabeculae of bone; it appears as anastumosing columns of spongioblasts. In places the tumor 


has disappeared and only the stroma is left. x 100. 





Fic, 4.—The tumor here is growing in alveolar masses suggesting the structure of a carcinoma. x 100. 


lengthening the curve of the uterine arteries, decreas- 
ing their caliber and hence avoiding hemorrhage when 
they are divided. When the right side of the uterus 
is reached extirpation is completed. 

The raw cervical surface is painted with iodine 
and the volsellum is brought into the mid-line of 


the posterior flap. The uterine arteries are now| 


ligated as follows: With Faure’s articulating needle- 
holder a catgut is carried through the left lateral 





edge of the cervical stump and tied outside of the 


The ligaments are ligated under the ligament clamp, 
while the round ligaments are comprised in a U- 
shaped suture placed in the broad ligaments. 
Hemostasis being completed and the raw surface 
of the cervix being closed, the left broad ligament 
clamp is removed and the two layers of the left 
broad ligament are brought into approximation by 
gentle traction on the ligature on the left spermatic 
ligament and the left lateral suture in the cervical 
stump. <A long catgut next fixes the vesico-uterine 
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peritoneum in the mid line to the posterior peri- 
toneum of the cervical stump and with one end the 
left broad ligament is closed up to the corresponding 
spermatic* ligament with a running suture. The right 
proad ligament is then sutured in the same way with 
the remaining long end of the catgut. At the end of 
this peritonisation there remain only the four liga- 
tures, two on the spermatic ligaments and two on 
the edges of the cervical stump (see Fig. 3). These 
four ligatures serve to open out the operative field 
in order to verify the condition of the small pelvis, 
after which they are cut (see Fig. 4). 

The hysterectomy is now completed, but before 
closing the abdomen the appendix is inspected by 
drawing the caecum out of the wound with a pair 
of cyst forceps. 

It having been noticed in many operations that, 
according to the shape of the myoma, the posterior 
layer of the broad ligament retracted more or less 
considerably as soon as the clamps were removed, 
so of late Prof. Beuttner proceeds as follows: A 
U-shaped suture is inserted with Faure’s needle-holder 
under the broad ligament clamp in the neighborhood 
of the line of division of the round ligaments and 
the ends are tied on the posterior aspect (see Fig. 
3). Thanks to this U-shaped suture a double end 
is attained, namely, the divided round ligament is 
ligated, while at the same time the anterior layer 
is approximated to the posterior layer before the 
clamp is removed. 

CHARLES GREENE CUMSTON, 
Lecturer in the University of Geneva. 

*The use of the term “spermatic” with reference to 
the structure of the female pelvis is obviously inac- 
curate, but even recent German works on Gynecol- 
ogy employ this term, describing the “Spermatic or 
Ovarian artery” (Schroeder). The German anatomists 
do not continue to use this term, and it is not 
found in the more recent editions of some of the 
standard works on Anatomy. 

If the term “spermatic” is to be regarded as syn- 
onymous with “ovarian,” “spermatic ligament” should 
refer to the ligamentum ovarii proprium, the ligament 
between the ovary and the uterus. The structure 
to which Dr. Cumston apparently refers in his paper 
is sometimes spoken of as the infundibulo-pelvic 
ligament, sometimes as the suspensory ligament of 
the ovary. 





THE SCHICK TEST AND THE MEDICAL LIB- 
ERTY LEAGUE 


DEPARTMENT OF HEALTH, CITY OF NEW YORK 


Bureau of Laboratories 
By permission the JouRNAL publishes this letter: 


September 22, 1923. 
Dr. Bernard W. Carey, 
Deputy Commissioner of Public Health, 
Boston, Mass. 


Dear Dr. Carey :— 

In answer to your letter of September 13, request- 
ing information about my experience with the Schick 
test in New York City and of my understanding of 
the relation of cultures to diagnosis, I beg to make 
the following reply: 

In New York City we have now used the Schick 
test on nearly 400,000 children. There has not been 
the slightest accident and not even any marked an- 
noyance in any child. The _ toxin-antitoxin injec- 
tions have been given in those who showed a positive 
Schick reaction. With the old preparation about 10 
per cent. of the older children showed a considerable 
Swelling for a day or two following the injections, and 
in some this was quite painful. About 5 per cent. 
of the children stayed home for one day. In no case 
did the slightest permanent annoyance come from 
the injections. 





During the past year, we have used an improved 
preparation and there have been almost no absences 
because of the reaction. In fully half of the children, 
no visible reaction occurred at all. During the four 
years that we have been giving these immunizing in- 
jections, the amount of diphtheria has diminished 
more than one half. Up to the present time this year, 
there are 311 less deaths from diphtheria than for 
the same time last year. About 25 per cent. of the 
parents of the New York City school children have 
approved of having the Health Department give the 
Schick test and if necessary, the immunizing injec- 
tions. A great many others have had their own 
physicians do the test and give the injections. 

We feel that the great value of immunizing the 
school children is that it prevents the child of one 
family contracting it from the child of another fam- 
ily and taking it home to the small children. The 
fact that the amount of diphtheria is so much less 
than it was, seems to support our opinion. The 
school authorities are in accord with the health au- 
thorities in believing that in this immunization we 
have a method of greatly lessening diphtheria not 
only among the school children but among the 
younger children in their families. 

Objection is made by the Medical Liberty League 
because we advise that the Schick test be omitted in 
children between the ages of six months and six 
years. Evidently, the writer who criticizes this ac- 
tion does not understand the reasons for it. Many 
children under three years have the immunity trans- 
ferred to them before birth by their mothers. A 
negative Schick test does not in these little ones mean 
a certainty of life-long protection. It is, therefore, 
necessary to give them immunizing doses whether 
they have a positive or negative Schick test. Between 
the ages of three and six, a very large percentage of 
the children require the injections and it seems less 
annoyance to the children to give some of them the 
injections unnecessarily than to give all the Schick 
test. 

Mr. Nunn in his letter of August 21, discusses the 
very difficult question of the relation of the culture 
examination to the diagnosis of diphtheria, and 
brings up the cases which happened in Dr. Blauner’s 
service. In this institution of several hundred chil- 
dren, several cases of acute throat inflammation with 
tonsillitis and patches on the tonsils occurred in one 
of the rooms occupied by the youngest children: It 
was found that not only did the majority of these 
children have diphtheria bacilli in their throats’ but 
also the majority of all the children in the institu- 
tion. In no other room did the children develop ton- 
sillitis, and yet the diphtheria bacilli were as preva- 
lent among the inmates as in the room in which the 
cases occurred. As at least one of the cases of ton- 
sillitis had no diphtheria bacilli, it seemed to me 
doubtful whether the children had diphtheria or not; 
either they had a mild attack of diphtheria or they 
were cases of tonsillitis occurring in children who 
already were carriers of diphtheria bacilli. 

It is perfectly evident that if the children in the 
other rooms who had no sore throats developed a 
belly ache or a diarrhea, they would not have diph- 
theria because these germs were in their throats, 
neither has a child with tonsillitis pneumonia because 
the germs of pneumonia were found in the throat. 
Let it be remembered that such cases as these are 
rare. 

In order to prevent any criticism that those of us 
who believe strongly in the value of antitoxin and of 
toxin-antitoxin in immunization are unfair in our 
conclusions, I have had indexed 250,000 of the school 
children. Half of these have been Schick tested and 
the other half not. All cases of suspected diphtheria 
occurring among these children are tabulated. Dur- 
ing the two years there have been no severe cases of 
diphtheria among the Schick tested children while 
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there have been a number of severe cases among 
those not Schick tested. There have been four times 
as many cases of suspected diphtheria reported 
among those who were not immunized. 

It is a question for argument as to the nature of 
the light cases which are reported among those who 
were immunized, but it is a fact that the number of 
suspected cases was four times as many and that all 
the severe cases occurred among those who were not 
immunized. 

The fact that after eight years of investigation and 
four years of practical application, the health and 
school authorities of New York City are enthusiastic 
for the continuance of the Schick test and immuniz- 
ing injections certainly must be convincing that there 
are merits in the procedure to those who are unbiased. 

Very sincerely yours, 
(Signed ) WILLIAM H. Park. 





AMERICAN MEDICAL AID FOR RUSSIA 


(Medical Section American Friends’ Service 
Committee) 
October 21, 1923. 
Dr. Walter B. Cannon, 
Harvard Medical School, Boston, Mass. 


My dear Doctor Cannon: 

Knowing your interest in the medical relief work 
being carried on in Russia by the Friends’ Service 
Committee, we are anxious to inform you of the 
present status of our work there and the very press- 
ing needs of the moment. Miss Alice O. Davis, the 
former Secretury of the American Medical Aid for 
Russia, sailed for Russia in August, and her work 
is now being handled by our central office. 

All reports from our workers indicate that the 
anti-malaria campaign takes precedence over every 
other necessity at present. Our two clinics in Sa- 
mara have treated 20,000 patients this summer; dis- 
pensing 500,000 tablets of quinine (approximately) ; 
this in a district where 400,000 are infected. From 
75 to 90 per cent. of the population are incapacitated, 
and have been so prevented from gathering their 
crops that famine conditions are recurring. The 
work could be extended almost indefinitely if suf- 
ficient quantities of quinine could be obtained. Win- 
ter brings no relief, for cures have been relatively 
few on account of unavoidable reinfections. The gov- 
ernment is setting on foot plans for draining the 
worst areas, and the Friends have undertaken to 
help by paying for a certain percentage of the labor. 
Our medical staff is also undertaking preventive work 
nlong educational lines, a task most important, for 
at present the peasants regard malaria as a curse 
put upon them by the devil, and resort as readily 
to religious charms as to blood tests to be cured i 

The work along other lines consists in continuing 
our program of the past in giving relief to hospitals 
and individual physicians. The need has not nearly 
been met—in fact very few of the institutions are 
equipped with anything but rusty and meagre instru- 
ments which would be relics for curiosity in America. 
Beds cannot be supplied for the sick—bedding, if 
there are beds, is lacking, so that hospitals which 
might, be filled to capacity are inadequate to the de- 
mand upon them. Medicines, equipment, literature— 
almost anything which could be sent to them from 
institutions here would be of inestimable value. 

The conditions of individual physicians is but lit- 
tle improved. Their clothing is deplorably inade- 
quate, they are usually undernourished and they 
have not equipment for their work. Above all they 
are still asking for literature. We have distributed 
many of these supplies, but the demands still far 
exceed all we have to give. 

The Friends, in addition to dealing with these 
problems, are also establishing day nurseries for 





——— 


peasant workers, studying and trying to remedy the 
question of under-nutrition in the Children’s Homes, 
and planning an anti-venereal campaign. 

We need your codperation as in the past and fee] 
that we can count on it. As you know, the American 
Medical Association endorsed the medical relief in 
Russia at its annual convention in San Francisco, 
Dr. Wilbur, as their executive, has conferred with us 
as to practical steps in codperation, and we have 
asked him to suggest the appointment of local com- 
mittees by the County Medical Societies, for the col- 
lection and forwarding of suppies to our warehouses. 

If you have already formed such committees and 
they are active in your district, will you let Dr. Wil- 
bur know, to avoid reduplication of effort? 


Most sincerely, 
JEANNETTE TOMKINS, 
For American Friends’ Service Com. 





THE HARVARD MEDICAL SCHOOL DORMITORY 


HARVARD UNIVERSITY 
CAMBRIDGE 


President's Office. November 5, 1923. 
Dear Dr. Joslin: 

I can only repeat to you what I said the other day, 
that I am a very firm believer in the importance of 
housing our students; that in the case of professional 
schools, in particular, a large part of the training 
comes from attrition among the students themselves, 
discussing the matters they have been studying, and 
by that process greatly clarifying one another’s ideas 
and fixing the essentials in the memory. 

You mentioned a criticism by someone that the 
students in the Freshman Halls wasted their time. 
I think there must have been some misapprehension 
about this. In the very first year after the Freshman 
Halls had been occupied, the Dean made a report 
on this subject which showed that the average schol- 
arship of the class was higher than it had been the 
year before; and I believe no one who is familiar 
with the college today has any doubt that the Fresh- 
men study much harder than they did twenty years 
ago. Inasmuch as we have been trying to produce 
that result by every means in our power, it is prob- 
able that the existence of the Freshman Halls has 
done little to help it. It has certainly not retarded it. 
A very large factor in the success of the Law School 
has been the close association of the students in 
Cambridge, a closeness that cannot exist for medical 
students scattered about in the city of Boston. 


You asked me the other day about the possibility 
of investing funds of the University (in this case of 
the Medical School) in dormitories as a remunera- 
tive investment; and I have obtained figures from 
the assistant comptroller, who has charge of our 
buildings. The net income we received in 1921-22 
was 1 23/100 per cent. and in 1922-23 1 62/100 per 
cent. on the insurance appraisal of the buildings, 
which is certainly not high. We can, perhaps, charge 
a little higher rent for the rooms, and hence get a 
little larger income. Dormitories for students who 
are well to do can no doubt be made to pay, but 
those are the very students who need them least. 
If there is to be a fair number of cheap rooms, the 
return is necessarily small; and yet these are the 
students for whom the need is greatest. To produce 
the best effect, the dormitories should house all kinds 
of men in the class, which means that many of the 
rooms should be very cheap. 


Very truly yours, 
A. LAWRENCE LOWELL. 
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DEATH NOTICES 


Dr. DAvip A. MACKLER, a member of the staff of the 
Taunton State Hospital, died on October 30, 1923, 
following an illness of about three months. Dr. 
Mackler was born in New Bedford and was twenty- 
eight years of age. He was educated in the New 
Bedford public schools, attended the Massachusetts 
College of Pharmacy, and then entered Tufts Medical 
College, from which he graduated in 1921. He had 
been a member of the staff of the State Hospital for 
about two years, and was a member of the Massa- 
chusetts Medical Society. Dr. Mackler married 
Beatrice Mills of New Bedford, who with a son, 
Edward, two years old, survives. 


Dr. WILLIAM PERRY Roprinson, for many years a 
practitioner in Haverhill, has died in the Hale Hos- 
pital in that city of cerebral hemorrhage at the age 
of seventy-three. He was stricken on the street on 
October 29, the end coming two days later. 

He was a graduate of the University of Vermont 
in 1874, practised for ten years in Belchertown, then 
in Lawrence and finally settled in Haverhill, joining 
the Massachusetts Medical Society in 1895. Dr. 
Robinson was a Mason. He is survived by his 
widow. 


Dr. RAyMOND PETER BONELLI, a Fellow of the 
Massachusetts Medical Society, practising surgery in 
Boston, was killed in an automobile accident in Wells, 
Maine, September 13, 1923, suffering a fracture of the 
skull. 

He was a graduate of Tufts College Medical School, 
in the class of 1907, and was a member of the Ameri- 
can Medical Association. 


»* ~~ 
=_-? 


NOTICES 








UNITED STATES CIVIL SERVICE EXAMINATION 
GRADUATE NURSE 
GRADUATE NURSE (FOLLOW-UP). 


Applications Will Be Rated as Received until De- 
cember 28, 1923 


The United States Civil Service Commission an- 
nounces an open competitive examination for grad- 
uate nurse, and graduate nurse (follow-up), for filling 
vacancies in the United States Veterans’ Bureau and 
in the Indian and Public Health Services. 

Salary.—Indian Service.—The usual entrance sal- 
ary for this position in the Indian Service is $840 a 
year, with laundry of uniform, furnished quarters, 
heat and light. Meals are furnished at cost. Ap- 
pointees whose services are satisfactory may also be 
allowed the increase granted by Congress of $20 a 
month. 

As great difficulty has been had in securing suff- 
cient cligibles for the Indian Service, qualified per- 
sons are urged to apply for that service. 

Veterans’ Bureau and Public Health Service.—In 
the nursing service of the Veterans’ Bureau and 
U. S. Public Health Service the rates of pay are as 
given below. For the Public Health Service, in addi- 
tion to the salaries stated, appointees are allowed 
quarters, subsistence, and laundry, and appointees 
whose services are satisfactory may also be allowed 
the increase granted by Congress of $20 a month. 
For the Veterans’ Bureau appointees will not be al- 
lowed quarters, subsistence, or laundry, or the con- 
gressional bonus. Appointments are usually made at 
the lower grades and according to assignment and 
experience disclosed by the examination; the higher 
grades are usually filled by promotion. 





U. 8S. Veterans’ Bureau Hospital Service and District 
Medical Service 


PE DN ot indeerenewnnen $2250 to $2500 a year 
Assistant chief nurse ......... 2000 to 2250 a year 
TOO DE oncccnscecvescess 1800 to 2000 a year 
EE SUED: geidiukdcnesncsmus 1680 to 1800 a year 
U. S. Public Health Service 
OE. BOON. co issssscinvesavestvcseseas $1344 a year 
Assistant chief nurse ...........eeee00. 960 a year 
i PE civ ccrebecweeeereneneseee 780 a year 
RE SEE kc gnseudenessseesee¥endeus 720 a year 


Nurses having special experience in psychiatry, Vet- 
erans’ Bureau, $1800 to $2400 a year. 

Nurses assigned to hospitals for patients in the 
Public Health Service who have tuberculosis or other 
contagious diseases, or neuro-psychiatric conditions, 
are allowed increased compensation at the rate of 
$60 a year. 

Under the Veterans’ Bureau a deduction not to 
exceed $600 a year for maintenance will be made 
from the salary of nurses on hospital duty where 
maintenance is furnished by the Government. Nurses 
on duty in the District Medical Service of the Veter- 
ans’ Bureau will not be furnished with maintenance 
by the Government. 

Nurses for follow-up duty with the claimants and 
beneficiaries of the Veterans’ Bureau in the offices of 
the District Managers and Subdistrict Managers are 
selected from graduate nurse (follow-up) certificate. 

Nurses for duty in dispensaries in the District Med- 
ical Service of the Veterans’ Bureau must meet the 
requirements for graduate nurse. 

Citizenship and Sex.—All citizens of the United 
States who meet the requirements, both men and 
women, may enter this examination; appointing offi- 
cers, however, have the legal right to specify the sex 
desired in requesting certification of eligibles. For 
the Indian Service women only are desired; for the 
Veterans’ Bureau and Public Health Service both 
men and women are desired. 

Cerlification.—Eligibles will be certified from the 
register in the order of average percentage obtained. 

For the filling of vacancies in the position of grad- 
uate nurse (follow-up) certification will be made of 
eligibles residing nearest the place where the vacancy 
may exist. 

Follow-up work in neuro-psychiatry will be consid- 
ered as a specialty, and certification to fill vacancies 
where such qualifications are desired will be made 
only from those qualifying in psychiatric experience. 

Basis of Ratings —Competitors will not be required 
to report for examination at any place, but will be 
rated on their education, training, and experience, on 
a seale of 100, such ratings being based upon com- 
petitors’ sworn statements in their applications and 
upon corroborative evidence. 

Requirements.—Graduate Nurse.—(1) Graduation 
from a recognized school of nursing requiring a resi- 
dence of at least two years in a hospital having a 
daily average of thirty patients or more, giving a 
thorough practical and theoretical training, and (2) 
evidence of state registration, unless living in a State 
where there is no registration for nurses, in which 
case it must be stated in the application that the 
State requires no registration for nurses. 

For the Indian Service only, applications will be 
uccepted from members of senior classes who furnish 
proof of actual graduation within six months from 
the date of making oath to the application, and state 
registration will not be required. 

Graduate Nurse (Follow-Up).—In addition to the 
requirements for graduate nurse stated above, appli- 
cants must establish— 

(a) For general follow-up nurse, at least four 
months’ postgraduate training in public health or vis- 
iting nursing at a school of recognized standing, or in 
lieu of such training one year’s experience under su- 
pervision in public health or visiting nursing. 
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(b) Follow-up nurse in psychiatry, applicants | entitled to a pension under authorization of the Pen- 


must meet the requirements for general follow-up ; 


nurse, together with a six months’ postgraduate 
course in psychopathology at a recognized psycho 
pathic hospital. Graduation as nurse from a recog- 
nized psychopathie hospital with proper affiliations 


eovering all nursing requirements will be accepted as | 


complying with this requirement. 
Certificates.—Claims to postgraduate training and 


to experience under supervision in public health or , 


visiting nursing must be supported by certificates 


sion Bureau, or to compensation or training under the 
Veterans’ Bureau, he should also submit his pension 
certificate or a certified copy thereof, or a certificate 
from the Veterans’ Bureau showing that he is entitle@ 
to compensation or training by that Bureau. Such 
papers will be returned to the applicant. 
GOVERNMENT PRINTING OFFICE, 

Issued August 4, 1923. 


UNITED STATES CIVIL SERVICE EXAMINATION 


from the appropriate official of the school or super- 


vising agency, to be filed with the application. 

On account of the needs of the service, papers will 
be rated as received and certification made ag the 
needs of the service require. In the absence of fur- 


JUNIOR MEDICAL OFFICER 


Applications Will Be Rated as Received until 
December 28, 1923 


ther notice, applications for this examination will be | 


received until the hour of closing business on Decem- | 


ber 28 1923. If sufficient eligibles are obtained, the 
receipt of applications may be closed before that time. 
in which case due notice will be given. 

Physical Condition.—Applicants must be physically 
sound and in good health. If selected for appoint- 
ment, they may be required to pass an examination 
by a physician to be designated by the Bureau or 
Service under which they are to serve to establish 
their physical soundness before entry on duty. 

The medical certificate in the application form must 
be executed. 


Age.—Yor the Italian Service, applicants must | 


have reached their twentieth but not their forty-fifth 


birthday on the date of making oath to the applica- | 


tion; for the Public Health Service and the Veterans’ 


Bureau, applicants must have reached their twentieth | 
but not their fiftieth birthday on such date. These | 


age limits do not apply to persons entitled to prefer- 
ence because of military or naval service. 
Retirement.—Classified employees who have reached 
the retirement age and have served 15 years are en- 
titled to retirement with an annuity. The retirement 
age for railway mail clerks is 62 years, for mechanics 


and post office clerks and carriers 65 years, and for | 


others 70 years. A deduction of 214 per cent. is made 
from the monthly salary to provide for this annuity, 
which will be returned to persons leaving the service 
before retirement with +4 per cent. interest com- 
pounded annually. 

Photographs.---Applicants must submit with their 
applications their unmounted photographs, taken 
within two years, with their names written thereon. 
Proofs or group photographs will not be accepted. 
Photographs will not be returned to applicants. 

Applications.—Applicants should at once apply 
for Forms 1312 and 2380, stating the title of the ex- 
amination desired, to the Civil Service Commission. 
Washington, D. C.; the Secretary of the United States 
Civil Service Board, Customhouse, Boston, Mass., New 
York, N. Y., New Orelans, La., Honolulu, Hawaii; 
Post Office, Philadelphia, Pa., Atlanta. Ga., Cincin- 
nati. Ohio, Chicago, Ill., St. Paul, Minn., Seattle, 
Wash., San Francisco, Calif., Denver, Colo.; Old Cus- 
tomhouse, St. Louis, Mo.; Administration Building, 
Balboa Heights, Canal Zone; or the Chairman of the 
Porto Rican Civil Service Commission, San Juan, 
rE: & 

Applications should be properly executed, including 
the medical certificate, but excluding both vouchers 
and the county officer’s certificate, and must be filed 
with the Civil Service Commission, Washington, D. C., 
without delay. 

The cxact title of the examination, as given at the 
head of this announcement, should be stated in the 
application form. 


Preference.—Applicants entitled to preference be- | 


cause of military or naval service should attach to 
their applications their original discharge, or a photo- 
stat or certified copy thereof, or their official record 
of service. If, because of disability, the applicant is 





The United States Civil Service Commission an- 
nounces an open competitive examination for junior 
medical officer. Vacancies in the positions of physi- 
cian in the Indian Service, surgeon in the Coast and 
Geodetic Survey, and physician in the Panama Canal 
Service for duty outside of hospitals, at the salaries 
indicated below, and in positions requiring similar 
qualifications, at these or higher or lower salaries, 
will be filled from this examination, unless it is 
found in the interest of the service to fill any vacancy 
by reinstatement, transfer, or promotion. 

Indian Service.—The entrance salary for physician 
in the Indian Service ranges from $1000 to $1200 a 
year (plus bonus, see below), with quarters, heat, and 
light. Employees have the privilege of boarding at 
the common “mess” at a very low cost. The Govern- 
ment furnishes all drugs and equipment and means of 
transportation. 

Coast and Geodetic Survey.—The entrance salary 
for surgeon in the Coast and Geodetie Survey is $1400 
;a year (plus “bonus,” see below), with allowance for 
| subsistence at $2 per diem while serving on board 
| ship, except in the Philippines, where the allowance 
for subsistence is $2.50 per diem. The number of 
surgeons in the Coast and Geodetic Survey actually 
|employed and under pay at any time is eight. Three 
of these are employed in Alaska and on the Pacific 
| Coast, four in the Philippines, and one on the Atlantic 
| Coast and in Porto Rico. Officers serving in the Phil- 
ippines are usually relieved at the end of two years. 
All surgeons are attached to vessels, and while their 
first duty is to conserve the health of the crew, it is 
expected that they will take part in the work of the 
Survey. Appointment will be confined to those who 
indicate willingness to accept service in any of the 
regions named. 

Panama Canal.—The entrance salary for physician, 
Panama Canal Service, is $250 a month; promotion 
may be made to $275, $300, $325, and $360, and to 
higher rates for special positions. The salary begins 
'on the date of sailing for the Isthmus, and free fur- 
nished bachelor quarters are supplied on the Isthmus. 
Meals may be obtained at the Government restaurants 
| on the Isthmus at 40 cents each and upward. Vacan- 
‘cies in the Canal Zone hospitals are filled by the 
| detail of officers of the Medical Corps of the Army; 
| 


openings for civilian physicians therefore occur only 
in the service outside of the hospitals proper and are 
| few and infrequent. 
| Bonus.—Appointees at annual compensation of 
| $2500 or less, whose services are satisfactory, may be 
allowed the increase granted by Congress of $20 a 
month. 

Citizenship and Sex.—aAll citizens of the United 
States who meet the requirements, both men and 
|/women, may enter these examinations; appointing 
officers, however, have the legal right to specify the 
sex desired in requesting certification of eligibles. 
|For the Coast and Geodetic Survey men are desired. 

On account of the needs of the service, papers will 
| be rated as received and certification made as the 
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needs of the service require. In the absence of fur- 
ther notice, applications for these examinations will 
be received until the hour of closing business on De- 
comber 28, 1923. If sufficient eligibles are obtained, 
the receipt of applications may be closed before that 
time. in which case due notice will be given. 

Subjects and Weights—Competitors will not be re- 
quired to report for examination at any place, but 
will be rated on the following subjects, which will 
have the relative weights indicated ; 


Subjects Weights 
1 Education and trailing .....666ccscesevsee -.. 30 
S DEPATIBNCE 6 osisdnccccccccsneexs eee eee 70 
WOE Sccnanieaneareresoateees ere rere .100 


Basis of Ratings.—The ratings will be based upon 
competitors’ sworn statements in their applications 
and upon corroborative evidence. 

Claims of general or special experience must be 
corroborated by persons competent to judge of such 
experience who have known the applicant for the 
period vouched for. 

Prerequisite Requirement.—Applicants must show 
that they have been graduated from a medical school 
of recognized standing; or be senior students in such 
institution and furnish, within six months from the 
date of making oath to the application, a statement 
from the proper official of the medical school attended 
attesting actual graduation. 

For the Panama Canal Service, applicants must 
have been graduated from a medical school whose 
graduates are eligible for commission in the United 
States Army, and must have had at least one year’s 
postgraduate hospital experience. 

Age.—On the date of making oath to the applica- 
tion, applicants for the Indian Service must not have 
reached their fiftieth birthday, applicants for the 
Coast and Geodetic Survey must not have reached 
their forty-fifth birthday, and applicants for the 
Panama Canal Service must have reached their 
twenty-second but not their thirty-first birthday. 
These age limits do not apply to persons entitled to 
preference because of military or naval service, but 
such applicants must not have reached the retire- 
ment age. 

Retirement.—Classified employees who have reached 
the retirement age and have served 15 years are en- 
titled to retirement with an annuity. The retire- 
ment age for railway mail clerks is 62 years, for me- 
chanics and post office clerks and carriers 65 years, 
and for others 70 years. A deduction of 2% per cent. 
is made from the monthly salary to provide for this 
annuity, which will be returned to persons leaving 
the service before retirement with 4 per cent. interest 
compounded annually. 

Photographs.—Applicants must submit with their 
applications their unmounted photographs, taken 
within two years, with their names written thereon. 
Proofs or group photographs will not be accepted. 
Photographs will not be returned to applicants. 

Residence and Domicile—Applicants will be admit- 
ted to this examination regardless of their residence 
and domicile; but only those who have been actually 
domiciled in the State or Territory in which they 
reside for at least one year previous to the date of 
making oath to the application, and who have the 
county officer’s certificate in the application form 
executed, may become eligible for permanent appoint- 
ment to the apportioned service in Washington, ‘D. C. 

Medical Certificate.-—The medical certificate in the 
application form must be executed by a physician in 
the Federal service where possible. 
Applications.—Applicants should at once apply for 
Forms 1312 and 2398, stating the title of the exami- 
nation desired, to the Civil Service Commission, Wash- 
ington, D. C.; the Secretary of the United States Civil 
Service Board, Customhouse, Boston, Mass., New 


Post Office, Philadelphia, Pa., Atlanta, Ga., Cincin- 
nati, Ohio, Chicago, Ill., St. Paul, Minn., Seattle, 
Wash., San Francisco, Calif., Denver, Colo., Old Cus- 
tomhouse, St. Louis, Mo.; Administration Building. 
Balboa Lleights, Canal Zone; or to the Chairman of 
the Porto Rican Civil Service Commission, San Juan, 


Applications should be properly executed, excluding 
both vouchers, but including the medical certificate, 
and must be filed with the Civil Service Commission, 
Washington, D. C., without delay. 

The exact title of the examination, as given at the 
head of this announcement, should be stated in the 
application form. 

Preference.—Applicants entitled to preference be- 
cause of military or naval service should attach to 
their applications their original discharge, or a photo- 
stat or certified copy thereof, or their official record 
of service. If, because of disability, the applicant is 
entitled to a pension under authorization of the Pen- 
sion Bureau or to compensation or training under the 
Veterans’ Bureau, he should also submit his pension 
certificate or a certified copy thereof, or a certificate 
from the Veterans’ Bureau showing that he is entitled 
to compensation or training by that Bureau. Such 
papers will be returned to the applicant. 

GOVERNMENT PRINTING OFFICE. 

Reissued September 5, 1923. 





PROGRAM FOR JOINT MEETING 


A joint meeting of the Barnstable, Bristol North. 
Bristol South and Plymouth District Societies will 
take place at Lakeville State Sanatorium, Thursday 
Nov. 8, 1928. Luncheon will be served at 1.00 p.m 
Program at 2.30 p.m. Speakers: Dr. Enos H. Bigelow, 
President of the Massachusetts Medical Society; Dr 
Eugene R. Kelley, Commissioner of Public Health, 
Dr. Henry D. Chadwick, Superintendent Westfield 
Sanatorium, Diagnosis and Treatment of Juvenile 
Tuberculosis; Dr. Joseph Garland, Milk-Borne Dis- 
eases and their Prevention. 
| SuMNER Coo.ipcE, M.D., 

Superintendent Lakeville Sanatorium. 
JOosEPH L. Murpuy, M.D., 
| 23 Cedar Street, Taunton, Mass. 








BOSTON ASSOCIATION FOR THE PREVENTION 
| AND RELIEF OF HEART DISEASE 


| 


| The Boston Association for the Prevention and Re- 
| lief of Heart Disease will hold a public meeting at 
Huntington Hall, Rogers Building, 491 Boylston 
| Street, Thursday evening, November 15, 1923, at 8.15. 

Mrs. Bess L. Russell of the Massachusetts General 
Hospital will present a paper entitled ‘“‘The Medico- 
social Aspects of Heart Disease.” 








DR. MAYO’S VISIT 


The medical profession will be fortunate in having 
two opportunities next week to hear such a distin- 
guished visitor as Dr. William J. Mayo. 

On Wednesday evening, November 14, he will speak 
at a combined meeting of the Suffolk and Middlesex 
South Medical Societies on the Splenomegalias. On 
Thursday he will speak at the dedication of the 
Thorndike Memorial Ward of the Boston City Hospi- 
tal. 





WORCESTER DISTRICT SOCIETY MEETING 


The November meeting of the Worcester District 
has been changed from Whitinsville to the State Hos- 





York, N. Y., New Orleans, La., Honolulu, Hawaii; 


pital, North Grafton. 
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There will be a business meeting at 5.15, lunch at 6, 
and the program will begin about 7 p. m. In addition 
to Dr. Frothingham’s paper, Dr. Bigelow. president 
of the Massachusetts Medical Society, will be present 
and address the meeting. 


THE NEW YORK LARYNGOLOGICAL SOCIETY 


The coming celebration of the 50th anniversary of 
the founding of the New York Laryngological So- 
ciety, which as announced by the New York Academy 
of Medicine will take place November 15, 1928, com- 
memorates an event of unusual interest. As far as 
can be learned this organization, now the Section 
in Laryngology of the Academy, is the oldest society 
in existence of the department which it represents. 

In connection with the celebration there will be 
an exhibition representing the important contributions 
made to the progress of Laryngology in the City 
of New York. 





ANNUAL MEETING OF THE NATIONAL COM- 
MITTEE FOR THE PREVENTION OF BLIND- 
NESS 


The annual meeting of the National Committee for 
the Prevention of Blindness will be held in the 
Russell Sage Foundation Building, 130 East 22d 
Street, New York, Thursday, November 15, at 4.30 
o’clock. Dr. John H. Finley, former Commissioner of 
Education of the State of New York, now on the edi- 
torial staff of the New York Times, will give the prin- 
cipal address. Dr. Finley has recently returned from 
the Near East and will tell of conditions there. 

Mr. Edward M. Van Cleeve will speak of the work 
of the Committee under his directorship. 





DISEASES REPORTED TO MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH 


WEEK ENpDING OcToBER 27, 1923 


Disease No. of Cases Disease No. of Cases 
Anterior poliomyelitis 8 Ophthalmia neona- 
Chicken-pox 220 torum 15 
Diphtheria 274 Pneumonia, lobar 43 
Dog-bite requiring Scarlet fever 176 
anti-rabic treatment 7 Septic sore throat 4 
Encephalitis lethargica 2 Suppurative conjunc- 
Epidemic cerebrospinal tivitis 
meningitis 3 Syphilis 36 
German measles 7 Tuberculosis, 
Gonorrhea 105 pulmonary 125 
Influenza 6 Tuberculosis, 
Measles 194 other forms 25 
Mumps 72 Typhoid 13 
Whooping-cough 77 





SPECIAL NOTICE 

The Boston Medical Library, permanent head- 
quarters of The Massachusetts Medical Society, 
8 The Fenway, Boston, desires contributions of 
books, periodicals, pamphlets, medical photographs 
and autographs, and whatever relates to medicine. 
Do not throw away or sell for junk anything of a 
medical or scientific nature, no matter how worth- 
less it may seem, without first giving the Library 


DEPARTMENT 








Boston M. & S. Journa} 
November 8, 1923 





SOCIETY MEETINGS 
DISTRICT SOCIETIES 


Suffolk District Medical Society: 


November 14, 1923:—Meeting of Surgical Section in association 
with the Middlesex South District Medical Society at the Boston 
Medical Library at 8.15 p. m. 


December 19, 1923:—Meeting of Medical Section at the Boston 
Medical Library at 8.15 p. m. 


January 30, 1924:—In association with the Boston Medical] 
Library and the Middlesex South District Medical Society at the 
Boston Medical Library’ at 8.15 p. m. 

February 27, 1924:—Meeting of Surgical Section, in association 
with the Middlesex South District at the Bosten Medical Library 


at 8.15 p. m. 


March 26, 1924:—Meeting of the Medical Section, in association 
with the Boston Association for the Prevention and Relief of Heart 
Disease, at the Boston Medical Library at 8.15 p. m. 


April 30, 1924:—Annual Meeting, to be held at the Boston 
Medical Library at 8.15 p. m. 


Worcester District:—The meetings for the year are as foilows: 


November 14 at State Hospital, North Grafton. Papers by 
Dr. Channing Frothingham of Boston and Dr. Bigelow of Framing- 
ham Center. 

December 12 in Worcester. Papers by Dr. Fred B. Lund of 
Boston and Dr. Michael F. Fallon and Dr. Walter Seelye of Worces- 
ter. 


January 9 at St. Vincent Hospital, Worcester. 
February 13 at Memorial Hospital, Worcester. 
March 18 at City Hospital, Worcester. 

April 10—A public meeting. 

May 8—Annual Meeting. 


Norfolk South District :—Meetings first Thursday of each month 
at 11.30 a. m., December, January, February, March, April and 
May, at United States Hotel, Boston. The February and May 
meetings are stated meetings. 


Essex North:—Semi-annual meeting at Haverhill, January 2, 
1924, Annual meeting at Lawrence General Hospital, May 7, 1924. 


Franklin District :—Society meets at Greenfield the second Tues- 
day of November, January, March, May, July, September, Annual 
Meeting in May. 

Middlesex South District Medical Society: 


November 14, 1923:—Combined meeting with the Surgical Sec- 
tion of the Suffolk District Medical Society at the Boston Medical 
Library. 


December, 1923:—Hospital Day, probably at the Cambridge 
Hospital. 


January 30, 1924:—Combined meeting with Suffolk District at 
the Boston Medical Library. 


February 27, 1924:—Combined meeting with the Surgical Sec- 
tion of Suffolk District at the Boston Medical Library. 


March, 1924:—Hospital meeting; place not yet determined. 

April, 1924:—Annual meeting. 7 

Hampden District:—-The meetings for the year are as follows: 

January, 1924, at Springfield. April, 1924, at Springfield. An- 
nual Meeting. 


Bristol South District Medical Society: 
The Annual Meeting will be held in New Bedford, May 1, 1924. 


Hampshire District Medical Society: 


November 14, 1923:—Meeting at Northampton at 4.30 p. m. 
Paper by Dr. Howard F. Root of Boston. 


Meetings held bi-monthly, the second Wednesday in the month, 
at Boyden’s Restaurant, Northampton. 


STATE, INTERSTATE AND NATIONAL SOCIETIES 


Schedule of meetings of the New England Dermatological Seciety: 

Wednesday, December 12, 1928, at 3 p. m., in the Surgical Am- 
phitheatre, Boston City Hospital. 

Wednesday, February 13, 1924, at 3 p. m., in the Skin Out- 
Patient Department, Massachusetts General Hospital. 

Wednesday, April 9, 1924, at 3 p. m., in the Surgical Amphi- 
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